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iy is appropriate that I should begin my brief contribution 

to this colloquium by praising your association for having 
arranged it. I do this out of a spontaneous enthusiasm fully 
sensed, but also, I suspect, as a credit that I hope to check 
up in advance against the debits of some general criticisms 
that I may level against your profession later on. 

It is to your collective and abiding credit that you avow 
it as your conviction that ‘‘basic revisions are required in 
the body of the law and in legal administrative proceedings’’ 
to bring about effective prevention of juvenile delinquency, 
and it is likewise creditable that you have invited us, repre- 
sentatives of other professions, to confer with you on the 
nature of those required revisions. 

I must, however, state forthwith that, in my studied opinion, 
though ‘‘revisions in the body of the law and in legal admin- 
istrative procedures’’ may contribute a modicum toward 
prevention, the genetics of juvenile delinquency, whatever 
they may be, are really little affected by the law or its 
administration. The ‘‘rebel against authority,’’ to use the 
phrase in your Statement of Purpose, is not a rebel pri- 
marily because the law is bad, or because it is badly admin- 
istered. Indeed I am convinced that the entire process of 
‘‘law and punishment’’ has valency only for the law-abiding, 
and not for the criminal. The deterring effects of punish- 

* Presented at the Colloquium on Juvenile Delinquency sponsored by the New 
York County Lawyers Association, New York, March 20, 1948. 
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ment are best to be witnessed in the normal and not in the 
criminal population. 

All of this, however, is not intended to deny to the legal 
profession an effective rdle in the effort to meet and to 
master the challenge of juvenile delinquency. On the con- 
trary, I believe that the legal profession has great capacities 
in these connections, but it is my belief that these capacities 
will have to be exercised in fields beyond and in addition to 
the ‘‘body and the administration of the law.’’ 

Let me at this point confess that I am cognizant of the 
rather belligerent tone of my opening statements, and I 
hasten to add that this tone is intended. I deem it not only 
warranted, but necessary, for to reach to the ‘‘roots of 
juvenile delinquency,’’ we must first radically change the 
reference framework within which we conceive the problem. 
And the prevailing framework will not yield, except to an 
aggressive assault. 

Let me illustrate this by dwelling upon and by analyzing 
the implications of the expression, ‘‘the rebel against author- 
ity,’’ which I quoted from your Statement of Purpose. This 
phrase appears innocent enough, yet, upon inspection, it 
is seen to embrace a corrupting fiction. The picture sug- 
gested is something of this order: On the one side stands 
authority, and on the opposite side a youth who, for some 
reason or other, will not accept or yield to authority, but 
rebels against it. 

Suppose I suggested—as indeed is most often the case— 
that the figurative youth confronting authority does not see 
it as authority, but rather as his particular and fearsome 
enemy. Would he then still be a rebel? Or, again, suppose 
that the figurative youth did recognize authority, and even 
had a wish to yield, but could not, would he then likewise 
be a rebel? I know, of course, that further on in the State- 
ment of Purpose, from which I lifted the phrase, ‘‘the rebel 
against authority,’’ there appears this seemingly redeeming 
affirmation, ‘‘The essential concept is that the juvenile delin- 
quent is sick rather than ‘guilty.’’’ But to this I must add 
the query, ‘‘Sick, how—as of typhoid, or as with rickets?’’ 
for this makes all the difference possible! 

The most liberal view of the criminal is that he is sick, 
and that in the main he should be treated, not punished. 
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in so far as this view has displaced that of ‘‘social venge- 
ance,’’ it is indeed a liberal and progressive view. But then 
we must examine critically this idea of the sickness of the 
criminal, or else we are likely to bog down in a quagmire 
of sentimental and ideological futility. 

The idea that the criminal is a sick person is really not 
very modern nor of very recent origin. Lombroso, for 
example, in the latter half of the last century, advanced the 
idea that the criminal was such because he was a sick man: 
his constitution, as was to be witnessed by certain anatomical 
stigmata and physiological variations, was such as to dis- 
enable him from being law-abiding. Lombroso’s data, and 
his basic conception of the constitutionally criminal man, 
have since been discredited. But the idea of the criminal 
as a sick man was not thereby affected; only the sphere of 
the illness was shifted from the anatomical to the sociological. 

In support of this, vast numbers of books and a great many 
articles have been written, and untold statistical caleulations 
have been made, to prove that the criminal, to phrase it baldly, 
is a victim of poverty and all its attendant evils. The social 
theory of ‘‘criminality’’ carried more conviction in the first 
decades of this century than it has since, for it has not met 
certain critical challenges, such as the question why all those 
who live in poverty do not turn criminal, or, conversely, why 
the middle-economic and the upper-economic groups are not 
immune to criminal impulsions and activities. 

In more recent years, the sphere of illness wherein the 
criminal is thought to be affected has again been shifted, this 
time from the sociological to the psychological. The pre- 
vailing theory is that the delinquent person, like the neurotic, 
is the victim of a psychopathic condition. According to Franz 
Alexander and William Healy, the ‘‘chief difference between 
neurosis and criminal behavior is that in neurosis the emo- 
tional conflict results in symbolic gratifications of unsatis- 
fied urges, whereas in criminal behavior it leads to overt 
misdeeds.’’? 

In the light of this brief review, it is to be seen that the 
essential concept of the juvenile delinquent—and of his elder 


1See Roots of Crime, by Franz Alexander and William Healy. New York: 
A. A. Knopf, 1935. 
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brother, the confirmed criminal—as personages more sick 
than guilty, is in fact a rather familiar and well-rounded 
concept. It is well rounded precisely because, though in time 
the emphasis as to the sphere of illness has been shifted, 
the concept retained and now includes the constitutional and 
the sociological as well as the psychological components. It 
is familiar because all the leading criminologists since the 
time of Lombroso have harped upon it. 

Yet I must present that despite all that recommends it 
to our minds and to our hearts, this concept of the delinquent 
as a sick person, even as it is now commonly formulated, is 
in some parts erroneous and corrupting. It impedes rather 
than advances our understanding of delinquency. It largely 
misdirects and renders our labors ineffective. So grave a 
challenge, I am aware, calls for a prompt defense. 

That which is erroneous and corrupting in the current con- 
cept of the delinquent as a sick person is the implied and 
often expressed correlated question: ‘‘What makes this sick 
person—.e., the delinquent—sick?’’ Specifically, the trouble 
lies with the animistic word, ‘‘makes.’’ For the image it 
inspires is that of an otherwise normal person who, by the 
accident of having been exposed to and affected by some 
malevolent force, has been made abnormal—that is, sick. 
This, of course, is the familiar etiological formula so very 
common in medical thinking. A so-called normal man acci- 
dentally swallows some typhoid bacilli—and develops typhoid. 
The man, in other words, was made sick by the typhoid 
bacillus. 

This scheme is both simple and clear. The only trouble 
with it is that it is incorrect. What makes a man sick—if 
I may use this phrasing for the present, even though I intend 
later on to discredit its validity—is the conspiracy, the inter- 
play of many forces, both present and absent, among which 
the bacillus is only one, and not necessarily the most 
important one. 

In the instance of criminality in general and of juvenile 
delinquency in particular, the etiological scheme implied in 
the question, ‘‘What makes the criminal?’’ proves particu- 
larly corrupting, for it sets us, the so-called normal, healthy, 
law-abiding citizens, completely apart from the object of 
our inquiry. It exculpates us from all blame and exempts 
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us from having any share in the criminality of the criminal. 
We thus achieve a situation that salves our ego, and even 
permits us to indulge in that most pharisaical and blasphe- 
mous contemplation, ‘‘There, but for the grace of God, go I!’ 
As if it were all up to God, or to fate, or to what you will— 
but not including us! 

The inquiry on juvenile delinquency, and on criminality in 
general, must not be framed in terms of what makes the 
criminal, but rather in the obverse: What enabled the larger 
percentage among us to develop into socially functioning 
individuals? What enables us to run the gantlet of our 
primitive drives and impulsions, while the others fall behind? 

If the delinquent is to be considered ‘‘a person sick,’’ then 
his sickness is of the nature of rickets—a disease of depriva- 
tion, and not of exogenous origin. 

There is current in the literature of criminology a term 
original with the vernacular of the ecclesiasts. The term is 
recidivist. It means ‘‘a backslider,’’ ‘‘one who relapses.’’ 
This term does not fit the delinquent, for how can one who 
has ‘‘never arrived’’ backslide or relapse? I recall in these 
connections the compassionate words of Cardozo. In his 
address before The New York Academy of Medicine, entitled, 
‘*What Medicine Can Do for Law,’’ and delivered just twenty 
years ago, he said: 

‘*Run your eyes over the life history of a man sentenced to the chair. 
There, spread before you in all its inevitable sequence, is a story of the 
Rake’s Progress more implacable than any that was ever painted by a 
Hogarth. The Correctional School, the Reformatory, Sing Sing, or 
Dannemora, and then at last the chair. The heavy hand of doom was 
on his head from the beginning. The sin, in truth, is ours—the sin of 
a penal system that leaves the victim to his fate when the course that 
he is going is written down so plainly.’’ 

The truth is that from ‘‘the beginning’’ the heavy hand 
of doom is upon every man’s head. From some it is in time 
lifted; from others, never. This most certainly is the founda- 
tion principle of modern psychiatry—that man is born a 
grossly asocial animal. The child, in the words of Freud, 
comes into this world a polymorphous-perverse creature, 
ridden hard and fast by its primitive, instinctual drives. 
True, that isn’t all! The human infant brings into life the 
potentialities for loving and a large capacity for learning 
by experience. But whereas its primitive, instinctual drives 
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are given, the capacity to love, the altruism that renders 
possible human companionship and social coexistence, must 
be realized in experience. In far too many human beings 
that experience is wanting. Such experience as they do suffer 
inhibits rather than advances their socialization. Their 
primitive antisocial impulsions are intensified rather than 
sublimated. They develop an Ishmaelite personality, charged 
with the accursed conviction that every man’s hand is against 
them, and theirs against every man. 

I have cited a passage from Alexander and Healy to dif- 
ferentiate between neurotic behavior and criminal behavior. 
But the difference cited serves also to reveal their common 
derivation. Neither neurotic behavior nor criminal behavior 
is individually or socially effective, and at the root of both 
failures lie the unrealized potentialities for loving. 

I am aware that the above formulation is a very broad 
one. Yet it is correct and sound. It remains valid despite 
the exceptions that can be cited. There is no doubt but 
that there exist some so-called constitutional psychopaths 
whom nothing on earth—or at least nothing that we know 
of—could render normal and socially adapted. There is no 
doubt but that experiential and environmental factors may 
be of so violent and so disruptive a nature as to break down 
a heretofore well-integrated and socially adapted person. 
Our war experience has demonstrated that. 

But while all this is true, it is likewise true—and vastly 
more pertinent, because it 7s the rule and not the exception— 
that delinquency represents a failure in personality develop- 
ment; it is, in other words, a widespread deficiency disease. 

The most characteristic feature of the deficiency diseases 
is that they can be cured and can be prevented only by supply- 
ing the involved organism with the factors in which it.is 
deficient. One can cure malaria with quinine, pneumonia 
with the sulphonamides, syphilis with penicillin. But rickets 
can be cured only by supplying the lacking vitamin D—plus 
calcium, scurvy by the lacking vitamin C, and beri-beri by 
the lacking vitamin B. Iron anemia is cured with iron, and 
diabetes is treated with insulin, for these also are deficiency 
diseases. 

From this we can promptly and easily understand why 
our ‘‘penal therapy’’ has been so ineffective, why our pro- 
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bationary, reformatory efforts are so largely futile. The 
Gluecks reported that of 510 individuals who left the Massa- 
chusetts Reformatory (1911-1922), 80 per cent continued in 
criminal activities for as long as five to fifteen years after 
their release. In 1933, of 17,017 juvenile delinquents com- 
mitted to institutions by the courts, approximately 50 per 
eent had already acquired an institutional or probational 
history. The trouble is that our ‘‘penal therapy’’ in the 
first instance is applied too late, and in the second is of the 
wrong kind. 

It is pertinent now to inquire what—if at the root of the 
neurotie’s and the criminal’s failure to become individually 
and socially effective lie the unrealized potentialities for 
loving—what withered those potentialities? Here it is all 
too easy to pass the blame on to some one or more indi- 
viduals of and within the neurotic’s or delinquent’s sphere— 
his mother, his siblings, his father, and so on. This process 
shifts, but does not resolve, the problem. For if we say that 
the parents failed the delinquent, then the question is, ‘‘ Why 
were they delinquent?’’ The problem cannot be resolved by 
the technique of the scapegoat. It is too broad for that. 

Alexander and Healy chart five determining factors in 
personality formation. One is constitutional—that is, hered- 
itary and intrauterine. The next three are of an environ- 
mental order—that is, ‘‘early acquired reactive tendencies,”’ 
‘‘family influences,’’ and ‘‘influences of the social environ- 
ment in a broader sense.’’ The fifth is ‘‘general ideological 
trends in a given civilization.’’ On critical scrutiny it will 
be seen that the middle three of the five listed factors are 
in effect but particular instances of the fifth listed factor. 
The general ideological trends in a given civilization have 
a determining influence on early reactive tendencies, on the 
family, and of course on the social environment. We can 
thus reduce the five factors determining personality forma- 
tion, to two: the hereditary-constitutional and the general 
ideological trends in the given civilization. It is in these, 
then, that we should seek and are likely to find the answer 
to the question, ‘‘What impedes the realization of the indi- 
vidual’s potentialities for loving? What retards and arrests 
the development of the involved personality toward indi- 
vidual and social effectiveness?’’ 
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Viewing the two given factors in the perspective of history, 
one sees that one has bettered in time, and the other has 
grown worse. The hereditary-constitutional factor, certainly 
within the last hundred years, has become increasingly more 
favorable. Modern science has vastly improved the consti- 
tutional equipment that the average child brings with it into 
this world. But during this same period and longer still 
the ‘‘general ideological trends’’ of our given civilization 
have consistently grown worse. 

It would require the gifts of a Jeremiah, his wisdom and 
his zeal, to do full justice to the last segment of my thesis. 
Yet any one, even though he be not Hilkiah’s son, can grasp 
the central fact that the ideological trends of our culture 
are primarily egocentric, competitive, and aggressive. Ever 
since the Renaissance, when the individual was ‘‘rediscov- 
ered,’’ our social dynamics have leaned toward the centrifugal 
rather than toward the centripetal. There has gone on a 
steady process of dismemberment, affecting every phase and 
every segment of human life and experience. Work, the 
crafts, the community, the homestead, the family, everything, 
as Toynbee has so well shown in his monumental work, has 
become ‘‘parochial.’’ And we witness the effects in our 
global, hemispheric, national, regional, and domestic life. 
We witness it not least in the high incidence of neurosis, and 
in the widespread incidence of delinquency. 

Neither time nor my competence will permit me to par- 
ticularize further. Besides, I feel it is my obligation only 
to define the thesis—not to defend it. Yet should you want 
to follow this argument further, you will find it elaborated 
by many. You will find it in Toynbee’s works; in the books 
of my friend Karl Menninger—in his Man Against Himself 
and in his Love Against Hate. The book entitled, Modern 
Woman, the Lost Sex, by Lundberg and Farnham, deals with 
an important phase of this problem—the historical disin- 
tegration of the relationship between men and women. Franz 
Alexander has dealt with this theme, and to add one final 
title, Halliday’s recent book, Psychosocial Medicine, con- 
tributes substantially to the illumination of this subject. 

Of course the crux of the matter is: What’s to be done? 
But before I turn to that, I must set up a barrier against 
the misinterpretation of my lugubrious résumé of human 
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progress since the Renaissance. I mentioned Jeremiah. 
Though I deeply admire him, I do not intend to ape him. 
I would not have us ‘‘turn back the tide of time,’’ discredit 
the progress we have made simply because it has not been 
coextensive in all directions—has indeed been purchased at 
a loss in certain segments of being. I would not return to 
the ways of our fathers, good as their ways may have been 
for and in their days. In other words, I see our redemption 
in going forward and not in turning back. 

So much in order not to be misunderstood. Now to the 
question, What’s to be done? Palpably, the cultural atmos- 
phere of our civilization must be altered so that it favors 
the realization of the individual’s potentialities for loving. 
This I recognize is a large order, and one given with few 
details. Yet I will offer one detail—the most important one, 
I believe, and the one that most directly pertains to the 
objectives of this colloquium. 

The cultural atmosphere of a given civilization is deeply 
affected by that civilization’s spiritual and intellectual lead- 
ers. What we need to-day, above everything else, is such 
leadership. When you invited us to take part in this col- 
loquium you asked us, among other things, to counsel you, 
the legal profession, how and what you might contribute to 
the resolution of the problem of delinquency. My counsel 
is offered you bluntly—take on the leadership that is your 
prerogative. Trouble less about the law and its adminis- 
tration and more about the social organism to which the 
law applies. 

I dare not be rash in my criticism, fearing that I might 
come in judgment before you, yet I have heard it said that 
the lawyer is too much the hired servant of the litigant and 
too little taken up with the ultimates of law and society. 
I would counsel you to step out beyond your fields, even as— 
God forgive me for my sins !—I have this once strayed beyond 
mine. Singly and collectively develop and contribute your 
leadership to sweeten and render propitious for the better 
parts of man the world we live in. Certain it is that we 
want broad knowledge and penetrating vision to understand 
and to help heal the ills that beset us. And we want as much 
to protect us against the fanatical quacks who are busy 
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peddling their social nostrums. Here, too, your profession, 
with its dialectic skills, can prove of particular use. 

I must now end. I have attempted to reach to the roots 
of the problem of delinquency—and I am afraid that some 
of you, more witty than charitable, might say that I have 
been up in the air all the time. I will come down to earth 
long enough to offer three recommendations, which your asso- 
ciation might consider. Bluntly, they are these: to create 
colonies for the confirmed criminals, so as to enable them 
to lead productive and as nearly normal, yet segregated, 
lives as is possible; gradually to do away with reformatories 
and to place juvenile delinquents in properly selected foster 
homes ; and to train a large body of psychiatrically informed 
and alerted teachers, nursery-school supervisors, nurses, and 
social workers, to keep guard over our young and to take 
note of the earliest variants from the normal. These avant- 
gardes should be supported by widely distributed child- 
guidance centers. 

Finally I must offer my apologies—and I do so in the 
words of Cardozo, but little altered: Nothing I have said 
was spoken but as a gesture of friendliness—‘‘the friendli- 


ness that is due between groups united in a common quest, 
the quest for the rule of order, the rule of health and of 
disease, to which for individuals as for society we give the 
name of law.’’ 
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| 2 will be the purpose of this paper to present a view of 

the child-guidance clinic as a community agency that 
defines its activity not only in terms of its traditional func- 
tions of psychiatric diagnosis and treatment, but equally 
from the standpoint of its consultative and participant rela- 
tionship to other health, welfare, and educational agencies 
in the community. In general, one may say that the practice 
of the child-guidance clinic derives meaning and validity from 
the manner in which it is able to define and to carry out 
these community responsibilities. 

From the point of view of the community, the clinic may 
be regarded as an extension, with greater specialization, of 
mental-health processes that are inherent in the organization 
and function of the community itself. In other words, the 
mental health of children is a community responsibility in 
which the clinic shares, not only through its special interest 
in the failures in social adaptation, but perhaps in a more 
important sense through its awareness of the fundamental 
psychological needs of all children, and how they may be met. 

In these days, when many new community clinics for 
children are being established with the help of the National 
Mental Health Act, it is especially important to emphasize 
repeatedly the public-health aspects of clinic function and 
their possibilities for the development of a preventive psy- 
chiatry. We have no preventive psychiatry to-day. We do 
have a large reservoir of psychiatric knowledge, enormously 
widespread public interest in the field of psychiatry, and 
even some belief in the utilization of psychiatry to save the 
world from atomic self-destruction; but we do not have in 
psychiatry even the simplest type of generally recognized and 

*Presented at a meeting of the Western Branch, American Public Health 
Association, Salt Lake City, Utah, May 25, 1948. 
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accepted epidemiological method that might be put to work 
to reduce human anxiety and distress. 

The children’s psychiatric clinic has the nuclear function 
of providing psychiatric care for the emotionally and men- 
tally disturbed child, but it also has the important related 
function of adding its strength to community effort on behalf 
of all children. Under certain conditions, the clinic may 
become unduly preoccupied with its nuclear function. In the 
first place, it may be set up in a community in which there 
is little actual or genuine interest in the welfare of children, 
as indicated, for example, by the absence of suitable stand- 
ards in the employment of social workers; low salary scales 
for social workers, nurses, and teachers; inadequate school 
budgets; the absence of supporting special services in the 
schools, particularly properly supervised school social work, 
nursing, and psychology; the neglect of foster-home place- 
ment for dependent children and particularly infants; the 
absence of a properly staffed juvenile court; the lack of a 
well-administered child-welfare program; and the neglect of 
programs of maternal and child health. These may be con- 
sidered the indices of a community’s failure to maintain 
interest in its children. In such a community, the establish- 
ment of a child-guidance clinic is a direct appeal to magic; 
it can only represent a gesture of riddance of responsibility, 
a method of easy appeasement of social guilt. 

The clinic may also falter in its social obligations through 
a failure of its own leadership. In this connection, there 
is a serious shortage in the number of available child psy- 
chiatrists with even minimal training in the clinical job, 
and there are even more serious deficiencies in our basic con- 
cepts of training in community psychiatry. After all, as 
psychiatrists, we are still not too far removed from the locked 
wards of the asylum. We have had little time and less expe- 
rience to make it possible for us to meet the challenge of 
charting new ways of community service, to develop new 
methods adapted to an epidemiological view of emotional 
disturbance, to train a new generation of psychiatrists who 
are free from institutional prejudice and who can practice 
as participants rather than as detached observers in our 
social processes. 

This idea of social or group participation is relatively new 
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in psychiatry. It implies a concept of illness as a distributive 
process in which the interpersonal relationship pattern of 
the disturbed individual must be given as much consideration 
as internal events in the patient. On a small scale, the type 
of practice in the child-guidance clinic supplies an interesting 
illustration of how this idea can be put to work. The child’s 
problems are regarded as an expression of disturbances in 
his primary relationships in the family as well as in secondary 
relationships in school; and in the treatment process, the 
participation of the mother is regarded as almost indis- 
pensable in most cases, and work with the school is often 
found to be of great value. 

Psychiatric work with the mother is oriented to helping 
her explore disturbed feelings she may have about her child 
and the problems he presents. <A sense of failure as a parent 
is almost universally present, along with various specific 
expectations and misconceptions about the rdle of the clinic 
and about the nature of her responsibility in the treatment 
process. 

The clinie’s work with the school, on the other hand, has 
not always been distinguished by any understanding of the 
problems or the feelings of teachers. A common error arises 
when the clinic, having studied the child and the family, 
sends the school a letter embodying a series of recommenda- 
tions, which are often extremely irritating to teachers. For 
example, the recommendation that Johnny needs love and 
affection obviously implies that he has not been getting it 
from teacher. Recommendations that Johnny be given spe- 
cial consideration, individualized tutoring, an opportunity for 
a wholesome relationship with a male teacher to make up 
for the lack of a father, promotion, change of class, change 
of school, and so on, often accomplish little more than to 
confirm the school’s suspicion that the clinic has all its feet 
firmly planted in the clouds, and has no real interest in 
helping the school. Such recommendations imply that the 
school has not tried everything at its disposal to help Johnny, 
and create the impression that the clinic is blaming the school 
for not being able to handle a problem which the school in 
turn had innocently thought the clinic would take over, treat 
by some mysterious formula, and return as cured. 

What all this adds up to is that the clinic very often does 
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not have the remotest idea of what goes on in the school, 
and vice versa. It makes the point that a psychiatric service 
extended to any organization must be oriented to the problems 
of that organization, and must find some way of participating 
actively and continuously, even if tangentially, in the admin- 
istrative and functional aspects of the organization, or else 
the psychiatric services themselves may seem to become incon- 
sequential and irrelevant. 

In relation to the public schools, we have attempted in 
our clinic to follow through on a number of procedures with 
the object of bringing about a greater degree of mutual under- 
standing and acceptance between our workers and teachers. 
Whenever a case is referred by a school, we expect that the 
social worker assigned to the case will visit the school and 
find an opportunity to talk with the child’s teacher, and we 
invite school personnel to attend conferences in which the 
ase is discussed. 

In visiting the school, the worker does not come with 
criticism or authoritative advice, but with the idea of dis- 
cussion and mutual exchange of information. We have found 
that teachers, like parents—and both often quite unneces- 
sarily—earry a feeling of personal responsibility and failure, 
and are, therefore, particularly sensitive to anything remotely 
resembling criticism. The worker’s visit may provide the 
teacher with an opportunity to examine her feelings about 
the child, her anxieties about his behavior, and her personal 
guilt and tension in relation to the problem. The worker’s 
visit may then bring the teacher a clearer perspective about 
the nature of the problem and reassurance as to her role in it. 

The clinic has also been active in setting up a school-agency 
coéperation program under the auspices of the Council of 
Social Agencies. Its object has been to obtain recognition 
for the view that the school is one of the most important 
social agencies concerned with the welfare of children, and 
that if a method of codperation between the schools and 
other social agencies with similar interests could be werked 
out, it would be of great advantage to both—and to the 
children. We have also taken part in discussions with per- 
sonnel in the schools around the problem of implementing 
their mental-health resources, and making more effective use 
of the facilities of the child-guidance clinic. Finally, we 
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have participated in innumerable Parent-Teacher Associa- 
tion programs, and have provided psychiatric time for the 
pre-school parent-education program. 

The community clinic’s relation to the schools, then, may 
be many-faceted and complex. From the standpoint of pre- 
ventive psychiatry, it may be described as participant activity 
in receptive group functioning, where receptivity is deter- 
mined by the interest of group leaders in the conservation 
of human values in interpersonal relationships. In this sense, 
it is a teacher-oriented program, directed toward easing 
teacher tensions, and helping teachers toward greater accept- 
ance, readier understanding, and more relaxed handling of 
the emotional problems of children. To the extent to which 
this can be accomplished, it offers values to all children as 
well as to all teachers in the schools. This is not alone a 
psychiatric problem, since such a goal is also dependent 
upon such factors as size of classes, effectiveness of teacher 
preparation, salary scales of teachers, and attitudes of 
administrative personnel. 

But psychiatric service may assist the schools in discover- 
ing and making conscious the resources which are already 
available within the educational process itself in maintaining 
the mental health of children. There is little doubt that 
the schools are now doing a great deal to help many indi- 
vidual children resolve their emotional problems and settle 
into social adaptation. However, it is usually the contribu- 
tion of the intuitive teacher meeting problems through special 
talents rather than through special training. 

Teachers want and should have more training in the 
dynamic aspects of personality development of children. They 
should have more opportunity to develop their interest in 
and understanding of the meaning of behavior and particu- 
larly of deviant behavior. There should be better teacher 
selection from the standpoint of emotional maturity and bal- 
ance. There should be constant study and restudy of the 
curriculum in the interest of meeting the individual needs 
of children, and particularly the needs of the exceptional 
and the handicapped child. There should be constant study 
of the difficult problem of the integration of supporting 
psychiatric services, especially psychology and social work, 
into the administrative and functional structure of the school. 
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And finally, there is the particular and urgent need to develop 
better understanding between the schools and the community. 
I have stressed the relationship between the clinic and the 
schools because of the influence teachers may have on the 
social and emotional development of children. While it is 
true that the main formative influences have their roots in 
family experience during the first five or six years of life, 
modifying processes go on continuously during the school 
years, and have important results on such personality traits 
as spontaneity, response to group experience, intellectual and 
emotional resourcefulness, stimulation and control of imagi- 
native impulses and creativeness, and richness of cultural 
integration. Furthermore, the schools may and often do 
provide substitute experiences of all kinds for children whose 
family life is constrictive and depriving. They offer children 
substitute parental identifications by means of which exten- 
sive ego modification and ego strengthening may take place. 
I shall now discuss one other important aspect of the 
clinie’s activity—i.e., its interpretative and codperative work 
with social and health agencies. These are agencies that 
render a variety of social and health services to children 
and their parents. As examples, I might cite the aid-to- 
dependent-children programs, foster-home and institutional 
placement of children, supervision of delinquent children, 
maternal and child-health programs, especially the child- 
health conference, prenatal clinics, the crippled children’s 
programs, and the premature-baby programs. All of these 
are services to children and parents with emotional prob- 
lems secondary to family, economic, personal, and health-care 
difficulties. In every instance, the worker is dealing with 
persons in whom adverse or critical life experiences have 
created anxiety, feelings of insecurity and uncertainty, and a 
need for special understanding and emotional support. 
Even where the services are set up to deal with normal 
problems, as in the prenatal and well-baby clinics, a host 
of common anxieties are routinely encountered. The preg- 
nant mother, for example, and particularly the primipara, 
may have anxieties about the birth experience, fears of dying 
in child birth, fears of body mutilation, feelings of inadequacy 
in relation to being a mother, impulses of rejection of the 
child and of hostility to the husband, and increased feelings 
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of dependency. The mother who is attending a well-baby 
clinic with her first child may, and very often does, have 
anxieties about every aspect of baby care, with much con- 
fusion between the needs of the baby and her own needs, 
and cultural pressure and superstition. She reflects her 
anxiety with a multitude of questions, which are as much 
a bid for reassurance as for information. In most well-baby 
clinics, lack of time and of trained personnel result in the 
giving of information which often cannot be assimilated 
because of the failure to recognize and deal with the under- 
lying anxiety. 

There is certainly no doubt that social and welfare agencies 
include among their clients a very large number of persons 
with major psychiatric problems who have no interest in 
and are to all intents and purposes completely inaccessible 
to direct psychiatric treatment. Their concern with imme- 
diate problems of survival and with heavy burdens of family 
care under conditions of economic deprivation leaves them 
neither the interest nor the energy to isolate and deal with 
the effect of their feelings on the course of their lives. They 
are only able to deal with recurrent situational emergencies, 
for which they need the help of the agency, and under these 
circumstanees they may come to develop an emotional depend- 
ence on the case-worker, with resulting psychotherapeutic 
benefit. 

In her work with the problems of these disturbed people, 
the case-worker, trained or untrained, can get a great deal 
of security from the backing of the psychiatrist by sharing 
his understanding of their personality structure and defenses. 
An understanding of the behavior of the difficult client makes 
it easier for the worker to give him acceptance and per- 
spective, and to help him in working out his own problems. 

Here, then, is a type of psychiatric consultative service 
which the clinic can offer to social and welfare agencies. The 
main object of the service is to help the worker in the more 
effective management of her own professional responsibili- 
ties. The emphasis is not on screening patients for reference 
to the clinic, although this is important in the interest of 
good clinic function, nor on any kind of direct service to 
patients. It is a worker-centered orientation, meeting the 
worker at her own level of awareness and skill, and helping 
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her to make the best use of her own professional resources 
in her work with clients. The psychiatrist assumes no respon- 
sibility for the care of the client, except of course in the 
relatively rare instances where psychiatric treatment is 
clearly indicated. Nor does he assume responsibility for the 
activity of the worker—i.e., he does not assume a super- 
visory function. He limits his réle to sharing with the worker 
the degree of awareness and understanding of personality of 
which she is capable. Such a consultative program does serve 
the basic function, in our experience, of providing the worker 
with very real reassurance and support, which is in turn 
reflected in more relaxed work with clients. 

The relation of the child-guidance clinic to health agencies, 
and particularly to the work of local public-health units, is 
directly influenced by the lack of psychiatric orientation and 
training of public-health nurses. The undergraduate train- 
ing that nurses receive in psychiatric hospitals seems to have 
no carry-over value to community psychiatric problems. We 
find that the public-health nurse, unlike the social worker, 
has had no academic or practical preparation in dynamic 
psychiatry. She has had no opportunity to become acquainted 
with dynamic concepts in child development and personality 
adaptation, has had no training in the principles of inter- 
viewing, and has not developed a system of supervised prac- 
tice which can compare in any way with the highly refined 
and consciously professional activity of the trained social 
worker. 

Nevertheless, the public-health nurse is in a position of 
great strategic importance for the development of an effec- 
tive community and preventive psychiatry. Her coverage of 
rural areas is now better than that of the social worker and 
will presumably become more so. She is directly involved 
in many crucial problems of health and illness, and is con- 
stantly being placed in the position of having to give advice 
to mothers on problems of child rearing and child behavior. 
The tradition of home visits remains and will remain a corner 
stone of practice with the public-health nurse, while the social 
worker moves in the direction of increasingly frequent office 
visits. 

I am not suggesting that the social worker and the public- 
health nurse have similar or overlapping functions. It does 
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seem to me, however, that the social worker has attained 
much greater clarification of function in relation to her activ- 
ity with the emotional problems of clients, and that the nurse 
with a newly aroused interest in mental-health problems often 
exceeds her own functional limitations, and moves into areas 
that properly belong to the social worker. Moreover, I believe 
that this is an inevitable tendency and that it will continue 
to create conflict of feeling between social worker and nurse 
until the latter has caught up with her training deficits in 
community psychiatry, and is then in a position better to 
clarify, define, and limit her function in the field of mental 
health. 

One of the major difficulties in training the public-health 
nurse in mental health is the lack of development of public- 
health clinics with integrated psychiatric service. Because 
of this lack, many nurses who are now in training to become 
psychiatric consultants are attending schools of social work, 
where they can at least obtain dynamic concepts and super- 
vised field experience in interviewing procedures and in the 
utilization of community resources for patients. However, 
there will still remain the very great difficulty of translating 
social-work training into nursing practice. 

The solution seems to lie in the development of psychiatric 
training resources that are specifically keyed to the require- 
ments of public-health nurses—for example, through the 
development of integrated psychiatric services in child-health 
conferences and prenatal clinics. Here, the child-guidance 
clinic is in a unique position to offer leadership. It has the 
experience of dealing intensively with maternal attitudes: it 
has an understanding of the range, the variety, and the mean- 
ing of the responses of mothers to their children; and it has 
wide experience in clinic team practice and community 
participation. 

On the basis of our own experience, we have come to the 
conclusion that there is no place, at least at the present time, 
for the public-health nurse as a member of the team function 
of the child-guidance clinic. If the nurse is to get training 
in this field, it would have to be in relation to psychiatric 
services that are developed in the field of public-health clinics. 
We are, therefore, now proceeding to assist in the setting 
up of model well-baby and prenatal clinics, in which the 





548 MENTAL HYGIENE 


services of psychiatrist, psychiatric social worker, and clinical 
psychologist will be integrated with the basic functions of 
these clinics so that they may serve as field training units 
for the public-health nurse in mental health. 

In summary, I have indicated some of the many possible 
channels that are available to the child-guidance clinic in 
working toward the goal of an effective public-health psy- 
chiatry. Emphasis has been given to the rdéle of the clinic 
as a community agency, and the opportunities for sharing 
its knowledge of personality function and disturbance with 
community workers who have to deal with people’s problems. 
There has been some discussion of methods of psychiatric 
consultation and service in relation to the public schools, 
welfare agencies, and public-health nursing. 

Finally, I would stress the view that the child-guidance 
clinic is only one of the many resources in a community 
available for the protection of the mental health of children; 
that the effectiveness of its work is dependent on the extent 
and quality of supporting services for children as an index 
of the community’s interest in their welfare; and that the 
absence of such interest may be an insuperable handicap to 


the development of an adequate child-guidance-clinic program. 
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OHN comes to the counseling office with a note from an 

instructor, stating, ‘‘There is something wrong with this 

boy emotionally. He breaks out in a nervous sweat every 
time I call on him to recite. Please advise.’’ 

As I face you to-day to deliver my speech, I ‘‘break out 
in a nervous sweat.’’ Is there ‘‘something wrong’’ with me 
emotionally as well as with John? 

Bob staggers in noisily during the wee, small hours of 
the night—light of head, light of heart, light of purse. He 
has held his own with the best of them during the long hours 
of that bull session. You are annoyed at his lack of self- 
control and want help with his ‘‘emotional problem.’’ 

What makes his problem so much more serious than yours 
when you are light of purse, having invested more than you 
should in that spring hat which helps you.feel that you 
ean hold your own and gives you self-assurance? Bob and 
you are both meeting basic emotional needs for recognition 
and approval. What makes one light purse an emotional 
problem, the other not? 

Emotions are common to all of us. At times ‘‘we stumble 
over them’’; at times we are propelled forward by them. But 
at no time are we too old or too young, too intelligent or 
too ‘‘dumb,’’ to have emotions and emotional difficulties, for 
every experience from earliest childhood on through life has 
some emotional concomitant. 

If emotions are universal and normal and the range of 
the normal is exceedingly wide, what makes one emotional 
reaction a problem, another not? The difference between 
normal emotionality and an emotionality that may become 
pathological is a relative one of degree, duration, and dis- 
charge. It is a question of whether the reason for and the 
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intensity of the emotion are in keeping with the cause. It 
is a matter of the manner in which the emotion is handled 
and whether the feeling is allowed to interfere with the smooth 
functioning of the individual over a longer period of time 
than is warranted by the causal factors. For example: 

Mary is furious because her classmates will not elect a 
certain student to office simply on the basis of race. Mary 
translates her emotion into action. She presents the stu- 
dent’s fine scholastic standing and leadership qualities to the 
committee. When there is no favorable response, she sub- 
mits the problem to the whole class. When her proposal is 
again turned down, she accepts her defeat realistically, con- 
tinues on friendly terms with her classmates, and seeks other 
avenues for removing racial discrimination from the campus. 

Betty also is furious. She has received a ‘‘D”’ in history, 
which she took only because it was a ‘‘snap’’ course. She 
storms. She weeps. She blames everything but her- 
self. She indulges in daydreams about ‘‘showing up’’ her 
instructor. She does nothing to improve her study habits, 
her attendance, or her attitudes. She belittles her instructor 
and history in general at every opportunity throughout the 
quarter. 

The same emotion—anger—is an expression of a healthy 
maturing social consciousness in Mary, but it is a sign of 
immaturity and poor adjustment in Betty. In one girl the 
emotion is in keeping with the cause and is short lived because 
it is converted into healthy action. In the other girl it is 
allowed to generate further tension and conflict which, if 
not adequately resolved, can become a serious emotional 
problem. 

Tensions and conflicts are not important if we think of 
a student mainly in terms of a mind to be filled with knowl- 
edge and disciplined. They are of prime importance if we 
believe that the whole student comes to school and that he 
is our responsibility, mentally, emotionally, and physically. 

Let us consider Joe for a moment. He is ‘‘flunking’’ psy- 
chology. He claims that he spends hours over his assign- 
ments, but does not seem able to grasp what he reads. He 
is listless and complains of dull headaches. He is frequently 
absent from class because he is ashamed of his inability 
to recite. 
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Psychological tests show adequate ability and interest for 
work on a college level. Physical check discovers only a slight 
error in vision which is not significant in the problem. 

It is only when we consider Joe as a total personality that 
we find an answer to his problem. A complete study reveals 
a boy preoccupied with threatening thoughts of heredity. He 
has always looked like his mother, who is in a mental hospital. 
He watches himself for similarity in behavior and he sees 
in his inability to concentrate proof of the beginning of a devi- 
ation from the normal. His anxiety and tension are so great 
that there is no energy left for the business of learning or for 
maintaining normal relationships on the campus. It is only 
as we understand the whole of Joe that we can help him. 

His classroom readiness and efficiency depend on our under- 
standing of his emotional needs, his total personality and 
environment. 

The physical status of a student can be checked by examina- 
tion and laboratory procedures. An indication of his mental 
capacities can be secured in part by tests and measurements. 
But his behavior, which is emotionally determined, presents 
a difficult problem because of the complexity of emotions and 
the lack of adequate measuring instruments and techniques. 
What we would have to measure to understand the student’s 
behavior is the sum total of all his experiences—the ways in 
which he has met and is meeting his basic emotional needs for 
security, sense of belonging, adequacy and self-esteem, his 
need for recognition, for approval, and for adventure. And 
since emotions are processes and not things, we would have to 
measure, not only his manner of meeting emotional needs 
within himself at a given time, but his way of resolving them 
at all times under varying and variable environmental 
pressures. 

The problem is further complicated by the fact that to-day 
the student lives in a world that calls for ability to make 
choices and arrive at decisions as an individual. But he has 
all too frequently not been given an opportunity to develop 
this ability. 

In this setting, conflicts arise that prevent satisfaction to 
the individual and social acceptance. It is these conflicts that 
become emotional problems when they are not adequately 
resolved, but are allowed to manufacture anxieties and ten- 
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sions, interfering with his performance as a mature individual 
and a member of society. 

Fortunately or unfortunately, there is no answer sheet or 
graph to refer to in evaluating individual behavior. There 
is no blanket understanding of emotional reactions. Our 
understanding of each person’s reactions has to be individual- 
ized, for into every new life experience we bring the sum total 
of all previous experiences, which have different emotional 
values for every individual. 

At no time can we generalize even in so seemingly simple a 
matter as low grades and say that they are the result of poor 
ability or application. John may be inadequate intellectually, 
but for one John there are nine others whose poor perform- 
ance has to be understood on the basis of personality, life 
experiences, and emotional reactions peculiar to that indi- 
vidual student in that particular setting. 

Such an individualization shows that Joe cannot do ade- 
quate work because his marriage is going on the rocks and he 
sannot keep his mind on his studies. Mary is doing poorly 
because mind and body are sluggish as a result of severe 
anemia. Bob is carrying a full academic load and working 
long hours to put himself through school and support a family, 
and there is neither time nor energy for his studies. June 
has given up trying because her parents are never satisfied 
and expect straight ‘‘A’s.”’ 

Each student presents an individual problem and has to be 
understood individually. 

In brief, then, emotions are universal and normal. They 
create problems only when their onset, intensity, and per- 
sistence, and our manner of handling them are out of keeping 
with the causative factors to the extent that they interfere 
with our adjustment. Emotional problems can be resolved 
when they are examined and understood in the light of the 
whole individual and his total environment. There is no all- 
inclusive answer. Each problem has to be studied separately, 
each student considered as a separate individual and helped 
to attain his continuing emotional balance. 

To be able to do this, we, as counselors, must be alert to 
symptoms that might be indicative of a threat to that balance. 
Our task, however, is not mainly one of helping the individual 
who has lost emotional balance to regain it. It is much more 
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important that we prevent that loss of balance by recognizing 
the danger signals, the early symptoms of emotional problems. 
This is not easy because of various peculiarities of symptoms. 

Sometimes the symptoms are far removed from the funda- 
mental causes and have to be traced patiently and painstak- 
ingly through all the ramifications to their true sources. 

The same symptoms may be indicative of very different 
underlying problems. For example, several students are 
reported for excessive absences, with consequent drop in 
grades. When attending classes, they appear uninterested 
and apathetic. Careful study is made of each student. In 
one case we find that the apathy is in reality a fatigue due to 
thyroid deficiency and that, as a result, the student finds it 
hard to ‘‘drag around’’ and get to classes. In another case, 
we discover a lack of ability to cope with that particular 
subject matter and the discouragement and lack of satisfaction 
show up in absences. The unacceptable behavior in another 
student is an expression of resentment at a vocational goal 
dictated by parents and the seemingly bored attitude is a pre- 
occupation with conflict between loyalty and antagonism 
toward those parents. Financial worries, leading to a heavy 
overload, and marital discord account for the frequent 
absences in still another case. A fifth student has never 
learned to organize himself on an adult level and take respon- 
sibility for himself. He is easily distracted into pursuits other 
than those offered by the classroom. 

The symptom—the reason for the reference in all cases—is 
that of absence. The causal factors fall within the physical, 
mental, and emotional fields and in most cases belong in more 
than one field. 

On the other hand, very different symptoms may be indica- 
tive of the same fundamental problem. Doris, Phyl, and Ben, 
because of lack of affection in family relationships, have a 
great need for a sense of belonging and a feeling of security. 
Doris is trying to meet that need by being in every social activ- 
ity, to the detriment of her school work. Her poor grades are 
a symptom of her need for affection. Phyl, on the other hand, 
has withdrawn entirely from social contacts and is devoting 
every waking hour to her school work, hoping to exact recog- 
nition from her instructors—parent substitutes. Her high 
grades are symptomatic of the same need for affection. Ben 
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is spending money lavishly in an effort to buy the approval 
and friendship denied him at home. 

The emotional need is the same in all three students, but the 
symptoms are different. 

Another peculiarity of symptoms is the fact that the same 
symptom may be a normal reaction on one occasion and a sign 
of emotional disturbance on another. Nancy appears in class 
to-day somewhat rumpled and disheveled. Rehearsal for a 
play has kept her up late, her alarm clock did not go off, and 
the girl is ‘‘thrown together’’ for her eight-o’clock hour. 
There are other times, however, when after receiving letters 
from home, Nancy’s appearance is symptomatic of her eman- 
cipation problem—a rebellion against too much supervision 
and dominance in a home where fastidiousness is a fetish. 

It behooves us, therefore, not to make snap judgments on 
the basis of a single symptom or behavior manifestation, nor 
to arrive at a diagnosis without a thorough investigation of 
all possible factors and interrelationships. 

At the same time, it is important to realize that symptoms 
of emotional maladjustments may be found in any area and 
that frequently the student himself is not conscious of the real 
problem. 

Physical symptoms are very often an indication of emotional 
upset. We even have such popular expressions as, ‘‘She gives 
me a pain in the neck,”’ or, ‘‘It makes me sick at the stomach,”’ 
when there is no reference to organic disturbance. Fatigue, 
headaches, difficulty with vision, gastric upsets, and other 
aches and pains are only too frequently expressions of a sense 
of mental or emotional inadequacy or both, an inability to 
strike a satisfactory emotional balance. We should be able 
to recognize the possibilities lurking behind such physical 
symptoms. The differential diagnosis should be made by 
competent physicians and psychiatrists. 

Posture and dress may also be a barometer to emotional 
states. The too meticulously dressed student may uncon- 
sciously be asking for help with neurotic tendencies. The 
sloppy student may be flaunting emancipation drives in our 
faces. The slump may be an indication of depression, of 
defiance or fear and anxiety. 

Manner of speech or speech abnormalities may be symp- 
toms worth investigation. Dave does not speak clearly. He 
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slurs his ‘‘r’s’’ and lisps his ‘‘s’s.’’ Physical examination 
is negative. He has been attending speech clinic over a long 
period, but he still clings to his enunciation difficulties. His 
speech is in reality a residue of baby talk and a token of 
his unconscious unwillingness to give up an infantile depend- 
ence on his mother. He protests his eagerness to correct the 
lisp, but actually he cannot give up what it stands for. 

Many of the symptoms demonstrated in the classroom have 
little or nothing to do with campus relationships or pressures, 
yet they interfere with class performance and healthy, normal 
social contacts. Such symptoms must be recognized as stem- 
ming from inadequate relationships within the home, and the 
emotional problems they create must be evaluated in terms 
of family. A student’s rudeness to the instructor and irrita- 
bility with classmates may be symptomatic of a struggle for 
adjustment at home. In Bill it may be a natural loyalty to the 
parents battling with a disturbing resentment at their hold 
on him. The repercussions are felt in the classroom. In Joan 
it may be a clinging to dependence on the family and a striv- 
ing for independence. The conflict is expressed in the student- 
instructor relationship. In Kate it may express rivalry among 
brothers and sisters and insecurity on the basis of unfavorable 
comparisons. The hostility is vented on campus associates. 
These are all feelings that can be translated into behavior, 
transferred to the classroom as aggressiveness or withdrawal, 
overambition or lack of ambition, too high grades or too low 
grades, difficulty with concentration, and any number of other 
symptoms of emotional disturbance. 

Conflict between the need for adherence to the standards 
of home and parents and those of ‘‘the crowd’’ the student 
goes with may be expressed by such symptoms as overactivity 
—i.e., running away from the problem—or drowsiness and 
sleepiness—i.e., shutting one’s eyes to the problem. 

‘*T don’t know why, but I just have to be on the go all the 
time,’’ says a student. That drivenness may be symptomatic 
of temperament—a manic personality; it may be a physical 
manifestation—hyperthyroidism; it may be running away 
from one’s self and the need to face and resolve an emotional 
problem ; it may even be the brand of gaiety that is a cover up 
for anxiety and depression. It is not always listlessness and 
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apathy that indicate a depression which can be a serious mood 
disturbance—even a prelude to suicide. 

Symptoms of poor emotional balance in the field of social 
relationships may show up as too many dates or no dates; 
ability to get along with older people, but not with those of 
one’s own age; ability to get along with the opposite sex, but 
not with one’s own, and vice versa; ability to work by one’s 
self, but not with the group; and so on. 

By now you are probably saying to yourself that anything 
or everything ‘‘may be’’ a symptom of an emotional problem. 
That is exactly what I am trying to get across. 

The important thing is to cultivate an awareness of every 
possibility, to develop a discriminatory sensitivity and an abil- 
ity to discern what lies behind the symptom and why it is 
meaningful to the student and to his adjustment at an adult 
level. It is vital that we keep in mind the significance of the 
symptom in relation to all other factors—to the total picture 
and the prognosis. We must be sure that our attention does 
not remain centered on symptoms, however, but gets back to 
fundamental causes. The latter may lie close to the surface 
and be more or less readily recognizable and explainable. They 
may lie buried deep below the surface and call for patient, 
skillful tracing and reference to a psychiatrist, without precipi- 
tating a serious emotional disturbance due to probing. 

Since there can be such a bewildering complexity of causes 
behind an emotional problem and the effects of a single cause 
ean be so confusingly complex, what should be the goal of 
counseling? 

An important goal is that of understanding the student and 
helping him to understand himself and accept that self realis- 
tically—its assets and limitations, its potentialities and oppor- 
tunities. This is important because the picture of the self is 
generally the basis for the attitude toward others and toward 
the environment. It can contribute to emotional adjustment or 
maladjustment, depending on how true that picture of the self 
is. The self-feeling is a motivating power throughout life and, 
therefore, helping the student to build a healthy, realistic self- 
respect through understanding is essential to good adjustment. 

Emotional balance is never static, but is a continuous proc- 

‘ess, and so another goal in counseling is helping the student 
develop that type of self-direction which will give him a mature 
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adaptability in meeting the changing needs of the self and the 
demands of the environment. It is helping the student grow in 
self-reliance and the ability to maintain or quickly to regain 
his emotional balance in the face of inner tensions and environ- 
mental pressures. Self-assurance and security are essential to 
emotional adjustment within the student and satisfying experi- 
ences and successful relationships between the student and his 
social milieu. 

At no time is the purpose of counseling to remove emotional 
problems, but rather to help the student detect, analyze, and 
handle emotions and attitudes that inhibit learning and prevent 
social contacts and relationships. 

At no time is the purpose of counseling to present the student 
with a set of ‘‘thou shalts’’ and ‘‘thou shalt nots’’ as a guiding 
chart, but rather to help him to develop motivation for his own 
self-direction and for the self-disciplines that take into con- 
sideration his fellow men as well. 

At no time is the purpose of counseling limited to correcting 
existing emotional problems, but rather to preventing them, 
freeing the student physically, mentally, and emotionally to 
devote his energies to the business of learning and preparing 
to earn a living, as well as living adequately and satisfactorily 
as an adult individual and a member of society. 

Success in the counseling goal is dependent in large measure 
on understanding and dealing with the physical, intellectual, 
and emotional make-up and needs of the counselor as well as 
the counselee. 

Counseling is not a routine, but a vital, confidential relation- 
ship. We bring into every relationship our personal feelings 
and attitudes, the result of our own life experiences. It is 
imperative, then, that the counselor take stock of himself—his 
own personality and emotional balance, his flexibility, objec- 
tivity, likes and dislikes, his sense of humor, his ability to see 
and feel as the student, but not like the student. 

When Betty Jo says flippantly, ‘‘I have no use for men,’’ the 
counselor must have the sensitive ear to hear that underlying, 
‘*T have no dates.’’ The counselor must have the understand- 
ing heart to sense the reason for and the meaning of the hurt 
to that particular student. He must have the trained mind to 
analyze and put together into a meaningful whole all pertinent 
factors. He must have the steady, guiding hand to lead Betty 
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Jo into paths of self-evaluation that can help her realize that 
her infantile attachment to and idealization of her father are 
making normal relationships with young people of her own age 
difficult and retarding her own growth process. The counselor 
must have the insight and wisdom to take that next step which 
will help Betty Jo want to put into living practice her newly 
gained knowledge and understanding. And throughout it all, 
the counselor must see himself objectively in relation to the 
student and his problem as they move forward step by step. 

If the counselor is judgmental in his attitude, it does not 
leave the student free to express himself and to strike an emo- 
tional balance by being given a chance to voice an explanation 
of his own problem freely and to formulate a solution. The 
counselor must be willing and able to serve as a sounding board 
rather than as the voice of judgment. Not by words alone does 
he express his attitudes. A slight lift of an eyebrow passes 
judgment as clearly as, ‘‘You should have known better.’’ 

Gwendolyn is reported for cheating in English. She has 
handed in as her own composition a story copied out of an old 
magazine. Judging her behavior solely on the basis of break- 
ing classroom rules and regulations would call for discipline 
which in her case would only create a greater problem. The 
counselor needs to understand Gwendolyn as a girl with aver- 
age mental ability, but with parents who expect her to do A and 
B work because her sister did. The counselor needs to see her 
as a somewhat ungainly, retiring adolescent, whose family is 
constantly comparing her with that attractive, outgoing sister. 
The counselor needs to appreciate the lack of satisfactions in 
this student’s life and her intense drive for acceptance into a 
sorority, which depends on her grade in English. Understand- 
ing gives an entirely different slant on the situation in which 
Gwendolyn is trying to meet very basic emotional needs for 
belonging and acceptance, recognition and approval by her 
own age group, as well as that of the adults of importance to 
her. It is not through judging, but through complete and 
sympathetic understanding that the counselor can help Gwen- 
dolyn strike a healthy satisfaction-giving balance between her 
emotional needs and her manner of meeting them. 

The counselor must be willing to begin at the point of the 
student’s understanding and readiness and move forward with 
him, at his pace, in a codperative quest for a solution of the 
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problem acceptable to the student. When Jim comes with a 
statement that he is ‘‘all fouled up financially,’’ it may be easy 
for the counselor to see that the low state of the boy’s finances 
is in reality an emotional problem—the outcome of immaturity, 
insecurity, and earlier lack of opportunity to carry responsi- 
bility. The counselor, however, must start with the immediate 
financial situation, in the meantime laying the ground for Jim’s 
understanding and acceptance of the true causal factors. The 
counselor himself must be alert always to the interrelation- 
ships of problems and be able to evaluate their bearing upon 
one another and the total situation. 

The counselor must be able to differentiate between serious 
emotional maladjustments and personality difficulties which 
call for psychiatric treatment and the milder problems and 
potential maladjustments with which he can deal. The willing- 
ness to release the student and the ability to refer him to the 
right person, at the right moment, in the right way, is an 
important faculty. 

It has been said of counseling that ‘‘you learn and learn and 
learn and what remains to be learned grows and grows.’’ It 
ean be no more truly said than of counseling with emotional 


problems. It is a tremendous challenge, for as you learn, you, 
too, grow. And the willingess to learn and to grow is of para- 
mount importance in emotional problems and in the counselor- 
counselee relationship. 





PSYCHOSOMATIC MEDICINE: 
CLINICAL AND RESEARCH 
IMPLICATIONS * 


O. SPURGEON ENGLISH, M.D. 
Temple University Medical School 


SYCHOSOMATIC medicine has many implications for the 

trend of medical education and practice, as well as for the 
welfare of mankind as a whole. From the very beginning of 
his medical career, the student should study the origin and 
direction of flow of man’s psychic energy. All our studies of 
individuals with psychosomatic diseases show (1) that large 
quantities of superfluous or misdirected emotional energy, 
such as anxiety, rage, hate, longing, are acting upon them, or 
through the body or a body system, and disturbing the normal 
physiological activity; or (2) that a body organ, a system or 
part, is symbolizing an emotional problem with such intensity 
as to impair normal physiological function. Since this state 
of affairs makes the individual ill so often, it is obvious that 
the doctor must know a great deal about the many ramifications 
of this psychic energy in order, first, to understand the illness; 
second, to institute treatment; and third, to act as an educator 
in helping prevent such disorders. 

There are too many people going about the world crying, 
hating, fearing, or longing for something. The haters we have 
long known in the form of the delinquent in court or jail, or 
possibly that of the truculent, hard-to-get-along-with ordinary 
citizen. But we still have not become used to seeing him in the 
case of hypertension, migraine, or gastrointestinal disturb- 
ance. We see around us every day people who seem to like a 
great deal of attention, but we have not estimated correctly 
the great depth of longing to be taken care of in the depressed 
patient with aches and pains, the alcoholic, the drug addict, the 
neurasthenic, the hysteric. We can picture understandable 
fear situations in the face of danger such as fire, explosion, 
collision, war, but we do not yet fully understand how much 

* Presented at the Second Coérdinating Conference of the Western State Psy- 
chiatric Institute and Clinic, Pittsburgh, Pennsylvania, April 11, 1947. 
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fear a woman can have about being pregnant or having a baby, 
or a man may have about losing his income or status, or any 
one may have about an illness that does not exist. As for ery- 
ing, there are many people ill with psychosomatic illness who 
are suffering from very deep unhappiness. Some of them 
actually cry easily, while others would rather suffer the great- 
est distress physically than admit that they are unhappy. Their 
symptoms ery for them and their behavior bears witness to 
their helplessness. They cry inside and do not realize that 
they are crying. 

The doctor must know about these emotional energies that 
get misdirected into man’s organs and tissues, but he must 
also know why they are there, exerting a harmful force. This 
is because they were never properly handled in childhood 
through training and education. The love needs were never 
met, and the hate and fear were never neutralized. The cry- 
ing was never stilled when this could easily have been done. 
Left to themselves, these emotions grew wild, so to speak. 
The unsatisfied demand remained. The hate and the fear had 
to attach themselves to some object. These people never 
learned to work and love and create happily, and so we find 
these undomesticated energies or these unchanneled energies 
working toward producing a sick body, instead of being used 
constructively in social and personal ways. 

To detect these emotions is not always easy, and it calls for 
some prolonged study of the personality. Emotions can be 
hidden behind character traits, which act as defenses against 
the ego’s revealing itself or being revealed. For instance, 
hate may be concealed behind diffidence and politeness. Great 
need for protection may be compensated for and hidden behind 
great endeavors for others. So we must not be content with 
what we see on the surface. 

All this takes time to teach the medical student, the interne, 
or the resident, and in turn it takes time and skill to teach 
these things to the patient. There are three omnipresent 
resistances to psychotherapy in our culture at the present 
time. They are (1) the pain of self-revelation, (2) the time, 
and (3) the money necessary to effect changes in personality. 
So far as the last two factors go, there seems little chance of 
a change for the better at the present time, and the first will 
change very slowly. This means that we must have excellent 
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understanding and great skill in passing this understanding 
on to the patient and helping him to use it, and we should have 
an enlightened public as well. 

No patient can operate upon himself surgically, nor can 
he diagnose and treat his glandular, infectious, and neoplastic 
illnesses. But he can know as much as possible about the 
functioning of his personality. Knowing this makes him not 
only a more codperative patient when he has a neurosis or 
psychosomatic illness, but it should make him a better hus- 
band or wife, a better parent, a better world citizen, and 
a more useful diplomat or politician. 

Recently at a meeting in New York on social medicine, 
Dr. Henry Sigerist said, ‘‘The doctor is now becoming the 
adviser to the statesman.’’ This may not be happening to 
any large extent at the present time, but certainly, if we 
doctors know our business as we should, it is not a presumptu- 
ous statement. No country as a whole wants poor leaders 
or poor leadership, and yet this is what a nation often gets 
because its people do not know how to discover and to elect 
good leaders. There is a relationship, therefore, between a 
doctor’s knowing well the personality make-up of his patients 
and a community’s or a nation’s knowing more about those 
who plan and execute its destiny. Until man has a better 
understanding of himself, he will never understand others. 
Group behavior will never advance for very long beyond the 
degree of progress of the individuals that make up the group. 
The doctor must take over the réle of educator more than 
he has ever done before in the history of medicine. 

The Difference Between Neuroses and Psychosomatic Dis- 
eases.—The question often arises as to where the psycho- 
somatic diseases stand in relation to our original concept of 
the neuroses. It would probably be difficult to get unanimity 
of agreement on this. In the first place, we would say that, 
with the exception of a few compulsion neuroses, the neuroses 
are psychosomatic diseases. What we have been doing in 
the past twenty-five years is to add to our list an increasing 
number of conditions in which emotional factors play a rea- 
sonably large role. 

Some would seem to limit this group as the only disorders 
worthy of being called psychosomatic disease, as if the neu- 
roses of our original classification were conditions of simple 
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dynamics, easily cured and hardly worth our notice, as com- 
pared to a case of mucous colitis, asthma, or hypertension. 
There is no getting around the fact that there are a great 
many people going to doctors’ offices who are suffering from 
anxiety hysteria, nearly as many suffering from neuras- 
thenia, and fewer from conversion hysteria. Furthermore, 
these cases are not so easy to cure; they require much patience 
and skill, and if not cured, they become a great expense to 
society. The fact that some cases involve the body more 
tenaciously, more chronically, and perhaps more violently 
and are called psychosomatic diseases rather than neuroses 
does not mean that the difference between the two may not 
be only one of degree—of quantity rather than of quality. 

Let us take, for example, a case of periodic dyspepsia 
occurring at a time of emotional tension, and contrast it 
with a case of duodenal ulcer. In both cases similar mech- 
anisms are presumably at work, both psychological and 
physiological. Both are psychosomatic phenomena, but one 
must work more continuously, and with greater intensity, than 
the other. Why should there be this difference? It would 
seem from clinical observation that the case that progresses 
to ulcer formation is more psychopathological in the following 
ways: As pointed out by Alexander and his co-workers,’ 
there are passive needs for love, attention, and security. But 
in addition to having these needs, the patient also lacks the 
necessary techniques for finding these things for himself 
in a world that improves for him as he grows older and offers 
them to him if he only knew how to accept them. 

This seems to be because the primitive emotive part of 
the mind has never been exposed to and become used to 
friendliness in early life. It remains cold, suspicious, aloof. 
When thrown into contact with school comrades or work 
colleagues, such a person misses the friendly part of these 
personalities and sees and feels too much of the negative 
and unfriendly part. He cannot forgive a slight; he grieves 
at lack of attention; he feels lost and isolated in a crowd. 
His growing dissatisfaction with life prevents him from 
finding the soothing value of friendship. The brain (the 

1In a symposium on ‘‘The Influence of Psychologie Factors Upon Gastro- 


Intestinal Disturbances.’’ Psychoanalytic Quarterly, Vol. 3, pp. 501-39, October, 
1934. 
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mind part of the brain) is an inadequately functioning organ. 

Just as the person who eventually becomes psychotic fights 
a losing battle with a pleasant hold on reality, so the serious 
psychosomatic case has the same difficulty. He differs from 
the psychotic in that he maintains a conventional relation- 
ship with society. But in his private mind he suffers, and 
his struggles to find a richness in life are greater than in 
the case of the neurotic. This would seem to be because 
the eventual psychotic and the serious psychosomatic case— 
and, for completeness of description, many delinquents—have 
suffered a great affective deprivation in early life which has 
undermined their capacity to adjust. 

There are certain personality characteristics that it is 
most important to acquire early in life. One of these is 
the ability to tap the warmth of other people; another is 
the development of various techniques for meeting disap- 
pointment and frustration; a third is a basic trust that the 
good will of most people can be obtained if one works hard 
at it; and a fourth is recognition by the individual that he 
needs the friendship of other people and the ability to use 
it when he finds it. 

These characteristics generally develop naturally in the 
home of well-adjusted parents, and yet many factors in 
modern life have contributed to modify this environment 
which still bears the name of the ‘‘normal’’ home. The 
home is smaller and there are fewer people to care for the 
baby. Young parents want more freedom and the infant 
has less contact with them. Women have been going through 
an era of conflict between motherhood versus career. Doctors 
have often discouraged the mothering that the infant needs 
for security and for learning about the value of warmth. 
So the psychosomatic case has a psychic defect which makes 
itself known in symptoms rather than in delinquency or 
psychosis. The less severe forms of psychosomatic affection 
are called neuroses. 

This sounds ominous or like putting the psychosomatic 
case into bad company, but if this relationship is true, we 
should face it for clarity in thinking, and, besides, we are 
all bravely trying to face the facts of mental illness. The 
term ‘‘psychosomatic’’ has undoubtedly contributed to an 
acceptance of psychiatry, since it took body illness as the 
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starting point and brought in the emotional cause secondarily. 

The Doctor as Educator.—lf these are the defects of the 
psychosomatic case, then certain specialists are in an excellent 
position to prevent their occurrence, or at least their per- 
petuation. The pediatrician, for instance, is in a wonderful 
position to make clear to the mother the emotional needs 
of her child at all ages and to supervise within the family 
the optimum conditions for emotional growth. No one group 
of equal numbers could do a more effective job of mental 
hygiene than a well-informed body of pediatricians who 
understood the needs of the personality. A word or two 
from the pediatrician on the baby’s needs during the nursing 
period, on the value of patience, kindness, and no undue hurry 
in the toilet-training period, of a calm acceptance of the phe- 
nomena of childhood sexuality, and of a balancing of the 
interest of the mother and father in the child’s development— 
a little time spent on these things in the right period could 
save much trouble later. 

The internist and the general practitioner take up with the 
patient where. the pediatrician leaves off—in fact, in many 
instances the general practitioner has been the pediatrician. 
There are many ways in which the doctor can educate the 
patient into logical thinking about body functions. People 
acquire many conventional delusions about ‘‘foods that are 
bad for them,’’ or the necessity of one or more bowel move- 
ments daily, or the significance of weighing too much or too 
little as an indication of ‘‘gland trouble.’’ In other words, 
there is a valuable preventive psychology to be exercised 
before one encounters the patient who has a cancerophobia 
or who is convinced that each hour is going to be his last 
because of vascular hypertension. 

The obstetrician, the gynecologist, and the genito-urinary 
specialist are in a position to allay many fears and to correct 
much misinformation about the sexual and procreative func- 
tions. The endocrinologist and the allergist have a great 
responsibility at this phase of medicine to separate allergies 
and glandular factors from the interrelated factor of emotion. 
In the past many have followed the lazy way of ignoring 
the emotional factor and consequently limiting the good that 
they could do their patients. The dermatologist has been 
one of the earlier practitioners to become alert to the pos- 
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sibilities of the emotional factors in his field of practice. 
The gastroenterologist gets the later life results of many 
emotionally undernourished, hostile, and ineffectual people 
who are expressing their emotions through disturbed bowel 
function. A very large number of gastrointestinal disturb- 
ances are emotionally conditioned, and education is a most 
important part of therapy. 

So we see that psychosomatic medicine carries the impli- 
cation more than ever before that the doctor must assume 
the rdle of educator on a large scale, instead of being merely 
a drug prescriber or a technician. He does not need to give 
up these latter functions, but he must take on the former 
as well if his patients are to find health. 

Research Directions.—In the field of psychosomatic medi- 
cine, the needs and possibilities are almost limitless. We 
have hardly scratched the surface. 

Research could be divided roughly into three categories: 
research on emotions themselves; research on the neuro- 
physiological system as the transportation system of emo- 
tions from psyche to soma; and research on the somatic end 
results of psychosomatic disease. 

In the realm of emotion, we need more observation of 
young infants, to determine how much and what kind of 
care is necessary to give the minimum peace of mind neces- 
sary to healthy physiological functioning. We could give 
a group of children the most and the best we know in natural 
and paternal care and freedom from conflict. This group 
could be compared year by year with children who had 
received average care and those who had been subjected to 
definite deprivations. This would come closer to a scientific 
study than anything yet attempted in the way of measuring 
emotion. 

In research on the neurophysiological system, we need more 
work by doctors trained in neurophysiology who also subject 
their own emotions to study for a long period through psy- 
choanalysis. Then they should get together and give us 
the benefit of their thinking on cerebral localization and the 
flow of psyche energy. We could think more clearly about 
the problems of psychosomatic medicine if we had some 
theories on the neurophysiological system as the system of 
energy distribution. For instance, in acute or chronic tachy- 
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cardia, are the accelerator fibers overstimulated or are the 
inhibitory fibers failing to function? And what is needed 
at the psychic end to bring about equilibrium? In regard 
to the overacting gastrointestinal tract, the same question 
is unanswered—why the activator fibers predominate and 
the inhibitor forces fail to retain an equilibrium. Theories 
have been found so useful in the realm of physics and psy- 
chology that it seems very necessary to effect some combina- 
tion of them for a clearer explanation of symptom formation. 

Finally, there are a host of studies that can be continued 
on the soma under conditions that will show the effect of 
emotion on blood flow, on lymph flow, on glandular function, 
on the activity of unstriated muscle, on vascular tonus, and 
so on. In fact, the medical research of the future must take 
into account to an ever-increasing degree the effect of mind 
upon body function. 





CHARACTER DEVELOPMENT OF THE 
GIRL FROM SEVEN TO 
FOURTEEN * 


DONALD M. HAMILTON, M.D. 


Senior Psychiatrist, New York Hospital, Westchester Division, 
White Plains, New York 


HE Girl Scout movement is a natural development in 

the evolution of woman’s place in the world. Physically 
weaker than the male and by primitive parts of her nature 
prepared by deep, passive capacities for self-sacrifice, the 
woman has until recent times accepted a subordinate place 
in the affairs of the world. In the memory of living men, 
her legal status has been not far removed from that of a 
possession of the male—subject to his mood or whim. 

Woman’s genius for creation, inherent in the deep bio- 
logical drives of motherhood, could not forever lie subordi- 
nate to the aggressive drives of the male. The male glories 
in competition, whether in the field of work or in that of 
armed combat. These masculine drives have determined 
in no small way the existence of war and other social evils 
that have punctuated history. The need of woman for peace 
and justice lies in the deep sources of her instincts. Peace 
and justice she needs for best functioning as a mother. Your 
female ancestors have, over the course of milleniums, curbed 
the savage drives of the male, so that we generally are fairly 
peaceful in the home. This is not true of the male at large 
in the world of to-day, as evidenced in his international 
relationships. 

Sympathy, tolerance, self-sacrifice, which lie behind the 
concept of a true and universal love taught by all modern 
religions, are derived largely from the female soul, as one 
of the highest expressions of her primitive creative drives. 
By her domestication of the male in ages past, it has become 
possible for him to add his strength to the woman’s in pro- 
viding a better and more stable environment for children 
to grow in. 

* Presented before the Westchester County Girls Scouts Institute, April 
14, 1948, 
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We are now facing, in this atomic age, dangers not only 
to the home, but to the very existence of humanity itself. 
Woman, the source of life, must reach for a new place in 
the world if this tremendous man-made force is to be diverted 
from destructive into creative channels. 

As Girl Scout leaders, you have an opportunity to direct 
the developing girl toward a full realization of her capacities 
as amature woman. The home has always needed the woman. 
Now the world cries out its need. That the rise of woman 
suffrage has coincided historically with the development of 
social reforms in our national legal structure is no accident. 
The advent of women into international politics, as exempli- 
fied by one of our representatives in the United Nations 
General Assembly, is a real advance in the direction of world 
peace. 

These remarks are made to emphasize the fact that you 
here are not dealing just with Brownies and Girl Scouts; 
you are dealing with a future generation of women who will 
need to be prepared for challenges that perhaps never existed 
before in history. 

As I understand it, the great majority of girls in Scouting 
are in the age group between seven and fourteen, and Brown- 
ies ‘‘fly up’’ at the age of ten. In this span of seven years, 
the girl, developing in an average way, passes through three 
stages of development. The period of from seven to ten 
represents the end of the childhood period; from ten to twelve 
is a transitional period between childhood and puberty; and 
from twelve to fourteen is the period of puberty itself. 

This grouping is by no means an entirely arbitrary one. 
Girls tend to distinct patterns of behavior, determined by a 
definite physiological and anatomical evolution coincident 
with these three age periods. It must be remembered, how- 
ever, that the rate of physiological and personality develop- 
ment is not necessarily the same for all girls. Some girls 
menstruate at eight or nine, others not until sixteen or 
eighteen, and personality characteristics related to this sign 
of maturation will thus develop earlier or later than the 
average in individual instances. So the age periods of seven 
to ten, ten to twelve, and twelve to fourteen of the child, 
the pre-puberty, and the puberty girl, are but statistically 
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valid concepts applying to large groups; they may or may 
not fit the individual. 

Let us consider the Brownie, the child-girl between seven 
and ten. By seven a girl has had much experience already 
in living. She has by this time faced in infancy and early 
childhood the free-for-all and selfish competition with the 
boy. She has had to face and struggle with the humiliating 
realization that she is physically inferior to him. She is 
not yet aware of the feminine side of her nature, which can 
enjoy passivity and being subordinate. This element of her 
being blossoms through adolescence and flowers in adulthood 
into the great and unique capacity the woman has for self- 
sacrificing love. 

The Brownie, more of a boy-girl than a female, hides her 
hurt feelings by rationalizations that boys are made of ‘‘snips 
and snails and puppy dogs’ tails’’ and are ‘‘too rough, 
anyway,’’ by ignoring them or by teasing them at a safe dis- 
tance. She begins at about seven to develop—and she needs 
to develop—close pal relationships with her own sex. The 
Brownie program, therefore, satisfies real personality needs 
in the seven-to-ten-year-old girl. 

Infancy and childhood are periods during which the mus- 
cular system is developing and demanding expression in 
activity. This activity must be realized if the adult woman 
is to develop the physical poise and gracefulness derived 
from the sure knowledge of the function and use of her body. 
For the Brownies, this suggests the need of a program in 
which active and competitive games play a large part and 
interrupt frequently more sedentary occupations. Outdoor 
activities in which the noise and exuberance of the healthy 
child-girl can have free expression should be provided. Don’t 
try too hard to make ladies of your Brownies. They are 
not prepared yet by nature for this stage of development. 
I do not mean to suggest that essential elements of hygiene, 
such as cleanliness, should not be a part of your program, 
or that the Brownie should not be led into social patterns 
that will help her to get along in a group with other children. 

This is also a time to prepare her for one of her later 
functions—that of homemaker—by helping her to learn to be 
helpful with domestic chores. She should be exposed—as 
you, of course, see that she is—to nature in its various mani- 
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festations—trees, flowers, rocks, animals, and birds. Over- 
night camping expeditions under the guidance of a motherly 
person can start the gradual emancipation from mother that 
the girl must eventually achieve if she is to take her place 
in the world as a full woman. 

On her entrance into the Brownies, the seven-year-old has 
had close and intimate contacts with parents and other parent 
figures, such as relatives, older family friends, and her teach- 
ers, who have acted as models for her. These will be the 
background for the patterns of behavior with which she meets 
the Brownie group. The maturity and wisdom shown by 
these parents and parent figures will determine in no small 
way her personality. 

Parents who are mature themselves will have already taught 
the Brownie the value of sharing and will have eased her 
adjustment to the group. On the other hand, oversolicitous 
mothers, burdened by unresolved anxieties of their own, will 
leave a legacy of helplessness and infantile cravings to the 
Brownie. According to her temperament, will her response 
be determined. The more passive and sensitive child of such 
a mother will wait silently, though perhaps sullenly, for 
the ministrations of the leader. She will show inadeptness 
in the use of her body and be clumsy in games and handi- 
crafts, as she has not developed, through doing, the finely 
coordinated capacities inherent in her body. The more aggres- 
sive child, finding herself in a group without the hovering 
ministrations of her mother, may indulge in temper tantrums 
when thwarted, or make problems by her mischief and other 
attention-seeking activities. These girls are crying out for 
help and must be treated according to their psychological, 
not their chronological, age. They will need special attention 
and consideration at first. 

Some Brownies come from homes in which there are many 
children and the mothers have little time to give each the 
personal attention that all children crave and actually need 
for their personality development. These children may yearn 
for affection. It is often in this love-starved group that 
one finds the Brownie who fawns on the leader. 

Let your feminine intuition respond to the need of these 
children and help provide them with the demonstrative love 
that will strengthen them so that they can one day achieve 
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independence. Such children do not necessarily come from 
homes of large families. Some parents have not reached 
full personality maturity and sacrifice their children to their 
own needs for social and recreational life, leaving their off- 
spring either in the care of domestics or on the town. Such 
children may need occasionally to be cuddled and fondled 
on the leader’s lap like an infant. The real woman will 
recognize these children and meet their needs, and by wise 
guidance help them find more independence. 

All of you Brownie leaders have faced the problem of 
the hyperactive child. Here, again, the leader should 
approach the problem with the attitude of one who first of 
all seeks to understand rather than of one who must establish 
her authority and thus seek to discipline. Is this child 
inhibited at home by parents or at school by teachers who 
are going by the old maxim, ‘‘A child should be seen, but 
not heard’’? Fatigue and ill health in certain children are 
stimulating and lead to hyperactivity. A child who feels 
unwanted and unloved by parents and playmates may express 
in overactivity his need to gain the notice of others. These 
infantile patterns, normal to the two-to-five-year-old, are a 
sign of immaturity in a child of Brownie age. 

Energy is our fundamental and most precious possession. 
It is your problem as leaders to find suitable and constructive 
outlets for the energetic child. What positive abilities does 
she have? A child of average intelligence has something she 
can do, or has the capacity to learn something she can do, 
a little better than most others. It is by learning of our 
capacities and perfecting them that a person gains his place 
as an individual in the group. 

This drive for a place in the limelight lies deep within 
all of us from early infancy. It is part of your responsibility 
as leaders to help your girls find something that they can 
do best, so that they can add to the welfare of the group 
and thus find their place in it. With those gifted with healthy 
aggressiveness, intelligence, and special skills, you may have 
no trouble. But what about the timid and sensitive child? 
They may present no obvious problem. They do not disturb 
the group by noise and other attention-seeking devices. They 
may follow, perhaps too well, the suggestions of the leader. 
Because they may make no errors, does not mean they 
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are making any hits or runs. Are they achieving any real 
individuality? These girls can be easily overlooked in favor 
of the more aggressive girls who may actually need little 
of your help. 

The quiet and sensitive child demands great patience and 
understanding from the leader, to tease out from her the 
aggressiveness and capacities that she is hiding. It is upon 
this group of sensitive individuals that the world has always 
depended for outstanding gifts of true creativeness in the 
arts and sciences. They are different. This difference sets 
them apart, but they must learn to express themselves if 
they are to be productive. The average person is often 
tied down by common conventions of thinking and feeling 
and acting. He is the salt of the earth and the strength 
of a democracy. But it is from those who are different 
from the average and not bound by the conventional that 
new and finer vistas of life come, through which our civili- 
zation advances. 

Some such children have gifts that are great, but that 
may be highly specialized. To expect such girls to get 
ten badges and become First-class Scouts may be unrea- 
sonable and only a confession of rigidity. They may need 
to concentrate in one or two program fields for the best 
expression of themselves. These girls—rare, to be sure— 
should not be overlooked and should have some special rec- 
ognition of their talents, even though the reward of becoming 
First-class Scouts may never be realized. 

In the age period when the Brownie becomes a Girl Scout, 
she starts a period of physical and personality development 
which, by thirteen or fourteen, makes her as different from 
the Brownie as if she were a distinct species of animal. The 
lovable, but dirt-streaked Brownie, active and noisy, at ten 
may begin to go through periods when she is poised and 
full of decorum—critical of her tomboy sisters, only two 
minutes later to be rolling on the floor in a wrestling match. 
She surprises by displaying periods of preening before a 
mirror, expressing interest in cosmetics, hair-dos, and she 
has many fads about clothes. Long and secret conyersations 
with best girl friends and tendencies to involved day and 
night dreams concerning the mysteries of sex become an 
increasingly important part of her life. Yet she is not pre- 
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pared to use her energies efficiently, or for her own good 
toward adult sexual goals, and much of this awakening drive 
needs sublimation in other activities. 

In this age group interest in active pursuits lessens. The 
miracle of approaching and developing womanhood ebbs and 
flows in her body and makes increasing demands upon her 
life foree. Sports and hikes may be resisted as nature 
expresses her recognition that energy needs to be conserved 
for something more precious now than the development of 
muscular codrdination. The budding of her womanhood, with 
the change in her body structure, may lead to a noteworthy 
lessening of her physical adeptness. Concentration and 
attention span is lengthened, however, and she is ready for 
more complicated projects, though she may at times bewilder 
the leader by her variability. 

The young Girl Scout is now becoming increasingly inter- 
ested in the opposite sex, but she hides her interest, except 
in so far as she compares notes with her best friend in secret. 
She maintains a disparaging attitude toward ‘‘the boy’’ or 
else denies his existence, but her own developing body attests 
to the falsity of her pretended attitude. Girls of this age 
love to talk and whisper among themselves. They may sur- 
prise or even shock the unsophisticated leader if she over- 
hears their secrets, though ordinarily the pre-puberty girl 
is too careful to be overheard. 

Her inconsistency, her half-formedness—neither in child- 
hood nor in puberty—is a source of great annoyance often 
to her older Scout sister who has entered the period of 
puberty, so that separate programs under different leaders 
are often advisable. In certain Scout groups the advisability 
of making two completely distinct groups may need to be 
considered. The pre-puberty girl is the uninitiated. Her older 
sister is a younger member of the ages-old sorority of woman- 
hood, and as such she feels superior to and annoyed by the 
impulsive childhood responses of the younger Scout. 

Overnight camping trips should be a distinct part of the 
program for the Scout group. Here there will be oppor- 
tunity to compare notes about the secrets of life. The girl 
should welcome the opportunity to escape from mother for 
a short while, but she will at the same time often display 
her fears of this emancipation by the disorganization of 
her preparations and a hectic last-minute rush for forgotten, 
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but necessary equipment. On camping trips, arrangements 
should be made for periods of free time in which the girls 
can just talk among themselves with the very minimum of 
supervision. 

Giving expression to what one day will be the strength 
of the adult woman may result in rebellious attitudes, in 
the individual Scout or in the group, to suggestions made 
by the leaders. This need for self-expression, this feeling 
out of the girl’s own power, is not to be misjudged. Often 
it should be tolerated by the leader. The leader who is 
wise will see beyond the rebellion into the girl’s attempt 
to free herself from childhood ties to mother figures, so that 
she can achieve one day her independence as a mature woman. 
The understanding leader will carefully choose her method 
of handling the situation. 

The older Scout, going through puberty, marches beyond 
her pre-puberty sister. She is not so much concerned now 
with curiosity about the facts of sex, but is beginning to be 
consciously aware of increasing strivings for expression of 
her instinctive drives. In this stage she is not only fasci- 
nated, but she is also frightened by this sudden surging of 
her instinctive strivings. These girls need leaders who have 
achieved a full maturity of personality development, leaders 
not inhibited by puritanical or poorly thought out moral 
codes; women who have experienced the fullness of stable 
relationships in marriage and motherhood. 

It is at this stage that discussions about make-up, styling 
in clothes, social behavior, should take place under the guid- 
ance of a wise leader who will not lecture, but will help 
the girls think through the rationale back of what is proper. 
The girls should participate actively in such discussions, 
in which they can often ventilate their concerns and fears 
and achieve real understanding. Social dancing classes and 
parties in which boys are included can often be introduced 
at this time with benefit. Physically active pursuits at this 
age should begin to play a minor réle in the Scouting pro- 
gram. Body development at this period demands a great 
proportion of the life energy. However, picnic hikes in which 
boys are included will often stir up a great enthusiasm. 

The girl at this age should be achieving gradual emancipa- 
tion from childhood daughter-parent relationships. If she 
has the opportunity, she may surprise the leader by the 
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intimate questions concerning sexual topics that she asks. 
It is not natural nor necessarily even healthy for the develop- 
ing girl of this age group to take up all such questions with 
her mother. She may need to check up on mother, for by 
this time she is beginning to be aware that mother is not 
infallible. The leader should realize that such curiosity is 
natural and healthy and she should be prepared to handle 
such questions tactfully and honestly. 

We too soon forget the doubts and fears that beset us in 
puberty. Recent research into the behavior of the girl in 
puberty has indicated the common presence of much think- 
ing and phantasying of a sexual nature surprisingly adult 
in their context. We are prone to blind ourselves by thinking 
of the child and the adolescent as innocent, by which we 
often mean without sexual curiosity or urges. Our culture, 
as perhaps no other, has been much too unrealistic and naive 
in this respect. 

Your thirteen- or fourteen-year-old is becoming a woman 
and is beginning to experience, in dreams, phantasies, and 
feelings, drives toward mating and motherhood that are 
inherently a part of her womanness and, as such, natural 
and good. However, she is not prepared to accept the respon- 
sibility for such full adult functioning and needs for some 
years yet to sublimate much of her instinctive drive in 
related activities. Working for badges in such fields as child 
care and hostessing should interest her. 

Programs that include boys are best tolerated by both 
sexes if they include active and competitive games in which 
boys and girls can be on the same team. By working on one 
team together, they learn the value of codperation and where 
the strengths as well as the weaknesses of each sex lie. 
In competitions in which running is important, the boys will 
as a rule be superior, but in games that demand subtly 
coordinated skills, the girls will usually win out. 

But, above all, the older Scout will have this in common 
with her younger sister—she will love to eat. To have a 
group of girls working for the hostess badge at all times, 
so that parties can regularly punctuate the Scout year, should 
pay dividends in keeping up interest in the whole Scout 
program. 

As leaders, by your interest in Scouting you attest to your 
own maturity and add to your own personality growth 
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through meeting the challenges of this position. The mothers 
of many of your Scouts will need the benefits of your trained 
and matured judgment. All Brownies and Scouts do not 
easily achieve good group adjustment. In all probability the 
real source of the problem of adjustment will not lie in the 
girl, but in the parents. The recently organized Trefoil 
Club in White Plains, New York, has given leaders a good 
opportunity for making contacts with the mothers of these 
girls and learning the real background of their difficulties. 
With this understanding, the battle is half won. The con- 
tinued development of such clubs should be of distinct 
advantage to Scouting. 

The Girl Scout should grow beyond Scouting, in the usual 
sense, in her very early teens. Those who remain interested 
should be a source of intelligent concern to the leader. What 
are the motivations of these girls and are they healthy ones? 
Are they trying to cling to girlhood, thus really only dodging 
the responsibilities of adolescence? The older Scout, with 
her long experience, may well be of distinct help to an over- 
worked leader who will have selfish motives for encouraging 
her to remain in the Scout group. By this encouragement 
the leader may only be fostering a continued close, mother- 
daughter, dependent relationship which will stunt the girl’s 
personality growth toward true womanhood. Most girls who 
are growing in a natural way will gradually drop out during 
the years from thirteen to fifteen, having gained what they 
need from Scouting. These girls are probably ready to try 
out their knowledge and skills in less formally organized 
groups away from the supervision of mother figures, includ- 
ing the Scout leader. 

To many girls, Scouting is of childhood, and like St. Paul, 
these girls believe, ‘‘When I was a child, I spoke as a child, 
I understood as a child, I thought as a child. But when 
I became a woman, I put away childish things.’’ Scouting 
is an important constructive and productive interest for the 
developing child. It plays its greatest réle in what is but a 
phase of the child’s progress toward maturity. You leaders, 
as mature women, I am sure can let your girls pass out of 
Scouting into life without bitterness or self-pity, just as 
you will let your own children leave your homes for the 
world with pride and happiness. 





THE PASTOR’S USE OF CREATIVE 
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“T= first principle of the doctor is: Do no harm. That 

should be the first principle of the clergyman also in his 
pastoral work. We must do as the doctor has done through 
the generations; we must work as best we can with our 
present understanding of our task, taking care to do as little 
harm as possible, knowing that God through nature is work- 
ing on our side. At the same time we must strive to increase 
our knowledge and understanding of human personality and 
behavior. 

A famous pastor has given us the story of a girl who came 
to him, saying, ‘‘Doctor, I want to talk to you about my 
lack of belief in God.’’ The pastor said, ‘‘Tell me first 
about that love affair.’’ His insight was excellent; his method 
was poor. He moved too fast. The girl’s reaction was 
certain to have been, ‘‘My God, is it that obvious!’’ Good 
pastoral work does not shock the parishioner; the risk of 
doing harm is too great. Hence the importance of sound 
methods which temper insight. 

In my early days as chaplain at the Massachusetts Gen- 
eral Hospital in Boston, I went about seeing patients who 
were suffering from various diseases. Because I did not 
know what to say—and had little chance to say it even if 
I had known—I kept-quiet and let the patients talk, which 
they did readily enough. They talked about themselves and 
their suffering; they talked about their families and homes, 
and sometimes their lack of family and home; they talked 
about their jobs and their bosses, jobs they had done and 
other jobs they hoped to secure; they talked about piaces 
they had been, people they had met, books they had read, 
and sometimes books they had written or hoped to write; 
they talked about sports, baseball, hockey, prize fights, and 

* From the forthcoming book, Pastoral Work and Personal Counseling, by 


Russell L. Dicks. Revised edition. New York: The Macmillan Company. 
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football; they talked about their churches and their min- 
isters; and again they talked about themselves, their lone- 
liness, their fears, their frustrations, their beliefs and lack 
of beliefs; they talked of death and of dying—their fear of 
dying and their eagerness to die. These patients had been 
strangers but a brief time before; now they talked will- 
ingly, readily, frankly, and eagerly. When I rose to go, 
they thanked me for having helped them. They did seem 
to have been helped. When I asked myself what I had done, 
the answer was obvious: I had listened. 

Psychiatrists, psychoanalysts, and social workers have 
talked of listening. The ancient church made it a Sacra- 
ment. Little has been said of it among the free churches 
since the Reformation. Our clergy have spoken of them- 
selves as ‘‘called to preach,’’ by which they have meant pro- 
claiming the gospel, pointing the way. Preaching is preacher- 
centered, while listening is parishioner-centered. Listening 
means that the sufferer selects the topic of conversation, 
raises questions, seeks for the answers. Listening means 
working with a parishioner where he is in his soul’s journey, 
not where the pastor is. Listening means patience and cour- 
age and trust in the universe of which we are a part. Min- 
isters are usually poor listeners; they have, not mastered 
the art of listening because they have been so on the defensive 
and because what little instruction they have received in the 
practical field has been in the art of preaching, which is the 
opposite technique of that which makes for effective pastoral 
work—namely, listening. 

Underlying listening are three conditions: suffering on the 
part of the parishioner; rapport, which is probably the most 
important single factor in helpful pastoral care; and the 
maturity and personality of the listener. Recognizing these 
three underlying conditions of listening, let us move on to 
describe it more specifically as a method. 

The first time I wrote upon this subject was in The Art 
of Ministering to the Sick. Since then various other authors 
have written upon the subject, calling it by various names: 
Garrett, in Interviewing: Its Principles and Methods; Rogers, 
in Counseling and Psychotherapy; Bonnell, in Psychology for 
Pastors and People. Dr. Carl Rogers has attracted wide 
attention with his description of what he calls ‘‘non-directive 
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counseling,’’? and we owe him a debt of gratitude for giving 
us a corrective against aggression, which is the tendency of 
every one who learns to ask questions. At the same time 
I would maintain that there is no such thing as non-directive 
counseling, for there are many ways of being directive with- 
out asking questions. Professor Hocking has said, ‘‘ All con- 
versation tends to transmit philosophy, since no one can 
express an idea without conveying, if only by a flick of the 
eye or a gesture, something of his general temper and out- 
look, his optimism or pessimism, his belief in intangibles or 
his hard-headed practicality, his self-centered disdain or his 
liberal sympathy.’’? 

Further, I would maintain that it is the permissiveness 
that exists between the pastor and the parishioner, rather 
than whether one is directive or not, that is important. 

The first phase of the Listening Ministry is directive 
listening. 

Directwe Listening.—Directive listening is characterized 
by the use of questions by the pastor. What the scalpel 
is to the surgeon the question is to the pastoral counselor, 
and it is quite as dangerous. The good surgical operator 
is one who knows what to cut and what not to cut, and who 
has a knowledge of time; the good pastor is one who knows 
what to ask and what not to ask, plus a feel for timeliness. 
The pastor who asks questions too rapidly is like the surgeon 
who cuts into an abdomen too fast. 

The art of pastoral work and counseling is the ability to 
know which questions to ask, and when. Through the use 
of questions, we express our interest in a person, we explore 
his spiritual condition, we relieve suffering, we reveal and 
aid in the gaining of’ insight, we release new resources, we 
stimulate new efforts. The art of asking questions is a 
significant part of the art of pastoral care. 

I discovered something about the use of questions in a 
state mental hospital while I was still an undergraduate. 
Shortly after my return to the seminary, a new student, 
who had returned to finish his preparation for the ministry 
after spending eight years in business, came to my room. 


1See Types of Philosophy, by William Ernest Hocking. Revised edition. New 
York: Charles Seribner’s Sons, 1939. p. 5. 
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He said, ‘‘I heard the boys say you have been studying psy- 
chology and counseling. I need some help.’’ 

We went to work in the way I remembered the psychiatrists 
had gone to work, asking questions. I asked him why he 
had left the seminary eight years before, why he had 
returned, why he had gone into business, how successful 
he had been in business, why he got married, whether he 
loved his wife, whether they were happily married, why 
they had a child, and whether his wife was in love with some 
one else—all in less than half an hour. 

At the end of that time, he jumped up and practically ran 
out of my room. I did not see him again for a conference 
for over a week, despite his acute need for counseling. That 
is the way we do harm when, through the use of aggressive 
questions, we have no consciousness of timeliness. Those 
were good questions, but they should have been spread over 
a period of several conferences, which would have given rap- 
port and time an opportunity to heal the wounds. 

Through the use of questions, we explore a person’s 
spiritual condition; at the same time a relationship is devel- 
oped and insight is gained by the parishioner. The baffling 
fact remains, however, that some persons are helped through 
talking about themselves, even though little insight is gained. 

Directive listening is used when you are seeking to develop 
a relationship and to express your interest in a parishioner. 
It is used in routine calling, in counseling with youth, in the 
sickroom, with the bereaved, with persons who you suspect 
are having marital difficulty, though in this latter situation 
questions should be asked with care. It is used sparingly 
in office counseling, especially during the first call, for it is 
apt to carry one off into secondary subjects of discussion. 
Neither are questions used when the parishioner is talking 
well, unless you suspect that he is simply double-talking him- 
self away from the subject. When a pastoral conference is 
going well and the subject is opening up nicely, even though 
there are tears and expressions of hostility, the second phase 
of the listening ministry is used. 

Supportive Listening.—Supportive listening is what I have 
called elsewhere passive listening, but the term is not ade- 
quate for describing what actually happens. Supportive is 
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a term now in use by the psychoanalyst; listening is my own 
addition. 

In supportive listening the pastor does just what the term 
implies: he emotionally supports the parishioner as he listens, 
thus centering attention upon the parishioner’s thought and 
need and not upon something else—for instance, the pastor 
himself, or the church, or Christ. If the parishioner intro- 
duces these subjects, he discusses them through encouraging 
the counselee to discuss them, but he does not bring them 
into the conversation when there is no indication that the 
parishioner has thought of them recently himself and unless 
they are pertinent to the immediate conversation. 

For too long we have felt that we are being religious only 
when we are using certain words or discussing certain sub- 
jects. I heard of a minister who considered announcing to 
his congregation that he wanted to talk only about religion 
when he called upon them. He was completely missing the 
point. Creative listening, as carried on by the pastor and 
others, is religion in action; it is overcoming barriers and 
releasing the resources of God for better and more abundant 
living as described in the Gospels. 

Supportive listening is characterized by the pastor’s being 
comparatively passive while the parishioner talks, unfolding 
his story, taking his time, making his transitions, getting off 
the subject, weeping, cursing, continuing. It does not mean 
that the listener goes to sleep, or sits like a hulk; it does 
not mean, as Seward Hiltner has said, ‘‘demonstrating our 
strength by outstaring the parishioner’’ by looking him 
steadily in the eye. It means being alert; it means nodding 
your head encouragingly; it means looking past the parish- 
ioner and out of the window or over his head at the wall; 
it means looking at the parishioner and looking away; it 
means waiting and hoping; it means relaxing within your 
physical body so as not to block the story through your own 
resistance and prejudice; it means trusting God and believing 
that good can come out of evil and hope out of suffering. 
Supportive listening is aided by the use of the eyes, the 
face, the alertness of the body even as it is relaxed, and 
above all by little grunts of ah and wm and um huh. 

Supportive listening is the kind of listening used in the 
formal confessional. The difference in our use of it and 
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the priest’s in the confessional is that confession, as prac- 
ticed in the liturgical churches, is strictly regulated by canon 
law and is formalized around the commandments. Thus the 
priest may not get at the underlying causes of behavior, but 
deals only with the overt act. If, as modern psychology 
teaches, all behavior is purposeful, then the overt act may 
be quite insignificant. For example, lying is defensive 
behavior from the psychologist’s point of view. The fact 
that you have lied is one thing, but the reason for the lie 
is quite another. From the standpoint of theology a lie is 
a sin; from the standpoint of psychology it may be the key 
to an underlying problem that may become serious unless 
understood and dealt with. Many a mother, upon discover- 
ing that her son has lied to her, fears that he is headed for 
the state penitentiary. He may be headed for the peniten- 
tiary, or the psychopathic hospital, unless the causes of his 
lying, one link in a chain of behavior, can be examined. Sup- 
portive listening is the method that we use in relieving surface 
stress in order to get at the underlying causes of behavior, 
to bring them to the surface of the mind, and to immobilize 
their emotional force, so that they can be understood and 
dealt with by the counselee. 

Interpretation.—A third phase of the listening method may 
be called interpretation. Some writers speak of interpreta- 
tion as a separate method. This seems to me to be a mis- 
take, for the simple reason that, without listening, there 
would be nothing to interpret. 

Interpretation in pastoral work is a short-cut method; it 
is used primarily because the pastor is pushed for time and 
because the other phases of his listening method have broken 
down. Sometimes it is necessary to use interpretation 
because our people have no conception of how they may be 
helped through pastoral work. They come seeking advice, 
and advice they expect to receive, because they are accus- 
tomed to being told what to do, or because they want the 
responsibility of a decision to be carried by some one else. 
In some rare instances, advice is desirable for the reason 
that the responsibility of a decision is too great to be carried 
by the person who needs help. 

Interpretation is characterized by the pastor’s explaining 
underlying causes of behavior which the parishioner may not 
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be conscious of or understand. It carries certain risks that 
directive listening does not because the pastor stakes all 
upon being right in his interpretation, and he works upon 
the assumption that the parishioner will accept it. In this 
assumption he may be wrong, regardless of the truth of 
his interpretation. A fact may be a fact in reality and to 
the pastor’s knowledge, but unless it is accepted as a fact 
by the parishioner, the pastor must recognize the limitation 
of its reality and work with the parishioner in his concep- 
tion of it. 

Reassurance.—The fourth phase of the listening method is 
reassurance. This part of the method is so different from 
the first two types of listening that it, also, is frequently 
described as an entirely separate method, and yet, like inter- 
pretation, apart from listening it has little legitimate use. 
Of the four phases of listening, it is the least effective, and 
yet of all methods it is used most by clergymen and physicians. 

Reassurance is a positive statement by the pastor. It is 
an expressed opinion that a problem will work itself out or 
that the pastor believes that a parishioner will be able to 
overcome his suffering. It is encouragement. The limita- 
tion of reassurance lies not in its desirability, but in our 
failure to bring the encouragement desired when we reassure 
people. A person will not have courage because we tell him 
to, but he can be helped to develop courage through our listen- 
ing to him, through our interest in him, and through our 
own courage. Then we can tell him that he has cour- 
age as we observe that he has taken heart again. That is 
reassurance. 

As a method, reassurance should be used sparingly. It 
must be expressed simply if it is to be effective. The more 
words used while reassuring a person, the weaker becomes 
the statement. Small words are the strong words; in attempt- 
ing to reassure a person, use simple terms and be certain 
that your voice and manner reveal that you mean them. 

Psychologically, reassurance is for the Protestant what 
the statement of absolution is for the Catholic. ‘‘I absolve 
you in the name of the Father and the Son and the Holy 
Ghost,’’ is the Catholic statement following confession. The 
statement of reassurance is, ‘‘I believe you will be all right’’; 
‘‘T can see a lot of hope in your case’’; ‘‘I have faith this 
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will not throw you’’; ‘‘There is no such thing as being 
ruined except as you think you are, and you don’t think so 
in this case’’; ‘‘I believe in you and I’m going to see you 
through.’’ A soul-companion never condemns, never judges, 
but always attempts to aid. 

You will note in the above statements of reassurance that 
the Catholic absolution is pronounced in the name of the 
Trinity, while the Protestant reassurance is pronounced in 
the name of the pastor and personalized around him. This 
is an advantage in that it is intimate and personal; it is a 
disadvantage in that it is human and is thought of as human 
by the parishioner. The Protestant’s reassurance is limited 
in that it lacks the perspective, the far view, the support, 
of the Creator Himself. 

In our book, The Art of Ministering to the Sick, Dr. Cabot 
wrote a chapter that is often accredited to me, entitled, The 
Two Must Face a Third—that is, the parishioner and the 
pastor must face God. Iagree. I also recognize that, because 
of the lack of belief in God of many of our people, it is some- 
times impossible to face the Third. Many of our clergy, in 
their attempt to be helpful, wander off into pious platitudes, 
only to have their reassurance fail. Two can face God when 
both know God; when one knows God, the other may gradu- 
ally come to know Him, but it is a slow process and not 
brought about through an easy statement or an exhortation. 
It is brought about through the slow, persistent, affectionate 
demonstration of the nature of God. 

If I were told that I could use but one method in pastoral 
work, I should choose the listening method. 
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DJUSTMENT and readjustment of the individual to him- 
self and to his social setting constitute a major problem 
to-day. These difficulties range from mild states of anxiety 
to acute mental disturbances. Combined with delinquency 
and social dependency, mental disorders produce socially dis- 
turbing effects because of the large number of persons who 
require some type of care.’ 

Mental hospitals and penal institutions have traditionally 
been operated rather for the benefit of society than for those 
who need treatment. In so far as they have aimed to cure 
or to rehabilitate their charges, they have been primarily 
motivated by social objectives. It was expected at one time 
that delinquents, the group adjudged socially handicapped, 
could be frightened into acceptable social behavior. Although 
the approach has changed to one of education, the aim gen- 
erally remains the same—namely, that of protecting society. 
With the mental hospitals, the case is not quite so well defined. 
For the most part, these institutions have been giving cus- 
todial care to those persons who are a menace to society 
instead of preventing mental breakdowns or helping the men- 
tally ill to resolve conflicts in a satisfying social manner.’ 

Definition of Adjustment.—With the increasing complexity 
of life and of civilization, adjustments to everyday situations 
become more confusing and difficult. Adjustment implies 
fitting in, adapting to change, and relating oneself appro- 


* Presented at the Georgia Teachers and Education Association, Columbus, 
Georgia, April 11, 1947. 

1 See Psychiatry for Social Workers, by Lawson G. Lowrey. New York: Colum- 
bia University Press, 1946. pp. 2-4. 

2See Psychiatric Clinics for Children, by Helen Leland Witmer. New York: 
The Commonwealth Fund, 1941. pp. 356-58. 
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priately to others. Adjustment has personal and social 
aspects. The personal phase is based upon feelings and 
emotions that determine behavior, while social refers to the 
rules of society as well as to the ends in store for the indi- 
vidual." Most of an individual’s life consists of relations 
with and adjustments to others, and for the most part, these 
adjustments are social in nature. They are institutionalized 
and prescribed, and the values and sentiments attached to 
them are shared by the individuals who compose the cultural 
group. By means of these relations and adjustments, the 
biological urges and drives are directed to social ends. At 
the same time, the individual learns to become a socialized 
person capable of using organization, language, and knowl- 
edge to express himself and to make his adjustments. All 
social contacts, however, are interwoven with feelings and 
emotions. 

Individuals in their social settings are classified into vari- 
ous groups such as parents, teachers, tradesmen, and min- 
isters; and certain attitudes and ways of conducting oneself 
toward them are required and have to be acquired by each 
individual. This is a condition that to a greater or less 
degree the problem child cannot accept. He finds all rela- 
tions difficult. His ability to conform to social rules and 
requirements is limited because of the adverse way in which 
the rules for adjusting socially have been presented to him 
by those responsible for his care. 

Fortunately, educators are aware that many children 
require considerable help in accepting the rules of society 
and in becoming self-disciplined persons. Consequently, 
counselors, visiting teachers, and child-guidance clinical staff 
have been added to the school’s program to assist in indi- 
vidualizing and in helping the maladjusted child bring about 
some compatibility of his social and personal needs as he 
comes in contact with others in his surroundings. 

Basic Needs.—In considering the question of the child’s 
needs, adults must be honest about their own personalities, 
biases, beliefs, emotional attitudes, religious loyalties, and 
socio-economic and political leanings. Unconscious feelings 
and values play a large part in the attitudes of adults toward 


1 Helen Leland Witmer, op. cit., pp. 34-37. 
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the child and in their capacity to recognize the child’s needs. 
Generally speaking, the child needs to be protected from dis- 
tortions, from unnecessary deprivations and exploitations by 
adults, parents, teachers, and others engaged in work with 
the child. 

The primary need of the child is to be accepted as a unique 
individual. Every child experiences some denial of his per- 
sonal, temperamental individuality because even the most 
mature adult exercises parental preferences and a desire to 
see his child conform to the ideal that the parent has con- 
structed for him. Moreover, every teacher has some par- 
tialities, often unconscious, which draw her toward one child 
and away from another. Furthermore, a child himself has 
some desire to gain parental approval and to be like the 
image the parent has created, however out of harmony with 
his own make-up. It is significant how the recognition of 
individual differences is resisted by professionally trained 
persons, such as teachers and social workers, who can see 
differences in mental capacities when disclosed by mental 
tests. But they reject individual differences in personality, 
temperament, and physical maturity. 

The child needs warmth, nutrition, and bodily care so that 
he will grow and develop at his own rate. The emphasis 
should be placed upon growing, not upon fixed dimensions 
for chronological ages based upon the assumption that all 
children grow at the same rate. The child’s physical needs 
for food, rest, sleep, and play relate very definitely to a 
feeling that he is well cared for and is obtaining the attention 
of those around him. Being well fed instills within him a 
sense of belonging and of well-being. 

Psychological Components.—A child’s capacity to feel 
secure with others and to make adjustments lies in the kind 
of relationship that exists between him. and the members of 
his family. This aspect of adjusting to others characterizes 
two fundamental qualities—namely, self-security and the 
capacity to enter into and maintain personal and sociai rela- 
tionships.’ It is the individual who is comfortable within 
his family group who develops wholesome confidence in his 
own capacity to achieve and whose sense of personal worth 


1 See ‘‘ Dependency and the Adolescent,’’ by Mary E. Rall. Journal of Social 
Case Work, vol. 28, pp. 123-25, April, 1947. 
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is reinforced by the feeling that he belongs to his parents 
and can depend upon them. The self-secure, self-sufficient 
person does not exact more emotionally or materially from 
a situation or a relationship than it can give. Moreover, 
he does not become unduly disturbed when a situation or 
a relationship does not come up to expectation. 

This is not to imply that the child experiences no disap- 
pointments, but rather that these feelings do not overwhelm 
him or prevent the forming of future constructive relation- 
ships. The manner and the extent to which the dependency 
needs of the child have been met by the parent-person are 
revealed to some extent in his capacity to establish rela- 
tionships. The individual who is basically insecure as to 
his place in his family and with his parents, whose dependency 
needs are largely unmet in the family group, and who is in 
serious conflict in relation to them, can neither enter into 
nor experience in full the satisfaction of loving and being 
loved by others. The individual needs affection from parents 
if he is to develop an out-going, generous, and trusting atti- 
tude toward others. If he is denied libidinal satisfaction, 
he is likely to become distrustful, suspicious, and hostile. 

Likewise, the child who has had sufficient satisfaction in 
an activity or support from parents and teachers to give 
up instinctual desires is able to go on to something new 
without a persistent feeling of deprivation or unsatisfied 
infantile longings. The widespread prevalence of enuresis 
is not unrelated to the fact that toilet training has been 
imposed before the child could accept a new habit. It is 
highly probable that the school people, like parents, are 
guilty of aggravating the child’s insecurity in this area by 
their rigid overemphasis upon toilet training and by the 
fuss teachers make over ‘‘slips.’’ The emotional tone or 
attitudes of parents and teachers toward personal habits is 
the important thing—not their actions. The child reacts to 
the tone and feels the tenseness or dislike in the adult’s 
voice. In handling the situation, any anger or impatience 
creates more anxiety and feelings of fear for the child. 

Since so many adults carry over from their own childhood 
a feeling of disgust and humiliation over matters regarding 
toilet training, it is clear that they are not able to treat the 
child under their care without emotional stress and nervous- 
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ness when dealing with individuals who have poor personal 
habits. Few children pass through toilet training without 
some degree of anxiety and conflict, and, combined with 
feeding and weaning processes, personal habit formation 
constitutes an important source of personality problems. 

Moreover, the symptoms of sibling rivalry, often aggra- 
vated by overt favoritism for the new baby and the rejection 
of children by parents, are many and varied. Teachers have 
a great opportunity to meet the acute sensitivity of these 
children who feel that they are not wanted or not acceptable 
to their parents. In this group must be numbered the chil- 
dren of overprotective, solicitous mothers who hide rejection 
of their child under effusive care and relieve guilt feelings 
by ‘‘smothering’’ the child with attention. 

Then, too, there is the facing of death or loss of a loved 
one, an inevitable aspect of life that mankind has to face. 
To-day, children are increasingly forced to face another kind 
of loss that is more perplexing and difficult than death—the 
separation or divorce of their parents, a situation that is 
so hard to explain to the child. In meeting this situation, 
adults must try to provide some kind of ‘‘cushioning’”’ assist- 
ance because the experience is devastating to the young child 
and persistently disturbing throughout childhood and adoles- 
cence. The conflict of parents, the frequent accusations and 
hostile motives, all the bitterness and the competition for 
the child’s favor act as psychological poison. Without a 
doubt, one of the child’s greatest needs is to have a picture 
of adequate family relationships as a guide to his own future 
adult home. 

The importance of problems relating to sex and the many 
taboos that surround this subject create need for under- 
standing. The traditional ideas that children have no con- 
cern over sex differences and sex organs has been displaced 
by cumulative clinical evidence. It is confusing for children 
to comprehend the process of procreation, to accept maleness 
and femaleness, to see any sense in the explanations given 
and, at the same time, to strive to comprehend the violent 
reactions of adults to exposure, manipulation, or masturba- 
tion. Psychoanalysts state that the child passes through 
various stages of sex satisfaction—namely, oral, anal, pre- 
genital, and genital—and that adolescents and adults are 
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adequate persons only if the psychosexuality of the individual 
develops normally. 

The process of socialization within the home and the efforts 
of parents to train children as to their personal habits is 
frequently the basis for the development of abnormal sex 
curiosity and interests. Many investigators have shown that 
sex conflicts may arise mainly because of the attitudes of 
adults. It is usually assumed that most persons sublimate 
their sex interests and desires and thus avoid conflict. But 
clinical psychologists have shown that relatively few indi- 
viduals satisfactorily sublimate sex desires.’ 

We cannot expect to dispose of the child’s curiosity by 
purely biological explanations, for adults are not satisfied 
with biological answers. Adults need to clarify their thinking 
as to the use of sex in living, in feelings, in intimacy and 
affection. Parents, especially mothers, and teachers, espe- 
cially women, are so often suffering from anxiety, disgust, 
or fear about their own sex functions and needs that they 
cannot tolerate the child’s natural curiosities and activities 
nor can they give the child the understanding and help needed. 
It is not too much to say that the ability to establish mean- 
ingful relationships and to find satisfaction in family life 
through marriage is largely conditioned by childhood expe- 
riences and by the acceptance of masculinity or femininity 
and sex differences by the individual. 

Socialization of the Child.—The child must learn to inhibit 
his responses to persons and things and to perform those 
acts that adults insist upon as the required actions in various 
situations. These actions include traditional manners, cus- 
toms, and moral beliefs which parents respect and which they 
teach their children as the essentials of life. These lessons 
are difficult for the child because the required way of behaving 
demands the control of natural biological urges. Therefore, 
he must be repeatedly shown how to act and be compelled 
to comply. 

In order to become socialized, the child has to learn to 
acknowledge and to accept authority and to recognize out- 
side of himself some controller of conduct that may be 
unreasonable, but that is based upon established practice. 


1See Basic Problems of Behavior, by Mandel Sherman. New York: Long- 
mans, Green, and Company, 1941. pp. 297-306. 
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He must learn to carry out certain small courtesies and more 
important duties appropriate to his sex, status, class, and 
position. Moreover, he must learn to accept all the compli- 
cated and largely ritualized acts as sanctioned by the law 
and prescribed by the rules of social living. 

Authority is merely a way of behaving toward individuals 
and situations. The development of a self-disciplined child 
calls for constant recognition and acceptance of the authority 
of the state and society which, to be really effective, must 
function not in police supervision, but within the adult him- 
self. If the child experiences authority as coercive, severe, 
and brutal and as something that arouses fear, anxiety, and 
resentment, his socialization will be a compromise. More- 
over, he will feel the tension, will resent authority, and will 
more likely develop persistent hostility against those who 
attempt to direct his conduct. As a result, the child may 
develop defensive ways of responding. This response will 
be seen in repeated refusal to follow directions, in resistance 
to suggestions, or in suspicious, paranoic reactions.’ 

Social workers in social agencies work daily with children 
who are not able to adjust or to adhere easily to rules and 


regulations. These children usually have been deprived, are 
very sensitive to their surroundings, and tend to compare 
themselves unfavorably with other children. The following 
case is typical of many children reacting to others in a most 
negative fashion. 


Tommy, a Negro boy, aged eight, had been placed in four foster homes. 
He complained constantly of how he was treated by other children 
and by his foster parents and of the attitude of his teachers toward 
him. He believed that all adults discriminated against him; that teachers 
failed to promote him because he did not come from a prominent family ; 
and that every one ‘‘picked on him.’’ He refused to codperate in dis- 
cussing his problems with the case-worker and insisted that some way 
be found by which he could live with his father, who had divorced his 
mother and remarried. His aggressive, suspicious behavior showed 
markedly when he was with children of his own age. Fighting and 
threatening them was his only means of gaining his associates’ 
attention. 


Whereas Tommy overtly rebelled against authority, which 
centered around accepting substitute parental care, older 
children and adults who have developed strong defense 


1 Mandel Sherman, op. cit., pp. 159-98. 
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mechanisms tend to be argumentative—a kind of defense of 
the self by attacking others as a means of evading criticism 
of the self. The ‘‘attacking’’ type of behavior is a most 
common characteristic of persons who have strong feelings 
of inferiority. They are most likely to be aggressive toward 
and argumentative with persons who have greater prestige 
or are better informed. Fear and suspicion of their inade- 
quacies make it impossible for these persons to relate in a 
socially acceptable manner to others. 

Then, too, the child may conform outwardly to what is 
demanded or prohibited, but only because of fear and anxiety. 
The desired response never becomes an automatic response 
for the child; and he becomes preoccupied with the conflict 
between what he must and what he must not do and how 
he feels. He often releases his feelings in misbehavior that 
is symptomatic of his discomfort. It indicates that the 
imposed authority has no value and no meaning to the child, 
and his misconduct is a way of striking back at those persons 
in authority who made him fearful and unhappy. 

But one of the most common ways of responding to diffi- 
culties and frustrations is through escape, which may be an 
attempt to evade responsibility. Such persons are usually 
unable to measure up or to carry out what is expected of 
them. They may deny their feelings of inadequacy by 
rationalizing that the goal or ends are not worth while. Fre- 
quently, the child who is unable to make adjustments socially 
may project his own feelings and claim that others dislike 
him. This was the situation in the case of a seven-year-old 
boy brought to the attention of the visiting teacher in a 
Negro public school of Atlanta. 

Jerry was progressing very poorly in the second grade and acted most 
of the time as if he was afraid of people. His mother’s description 
of his fearfulness, his tendency to ery, and his reluctance to play with 
other children suggested difficulties connected with his trouble in school 
and his inability to read. It was found that Jerry was of normal 
intelligence, but his unhappiness was tied up with his fear of his 
mother and his teacher who would scold and punish him severely. He 


was most concerned over their dissatisfaction with him and shunned 
others because he expected to be treated in a similar manner. 


Whereas the aggressive child at least makes a determined 
effort to effect an adjustment, the fearful, timid child like 
Jerry is not actively attempting an adjustment. The prob- 
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abilities of his final adjustment to social demands and to 
his personal problems may become less favorable than in the 
case of the aggressive child, who at least tries to manage 
and manipulate his surroundings. The withdrawn child is 
potentially more seriously in need of help than the aggressive 
individual who gains adult attention because he is so 
annoying. 

Withdrawal, however, can be considered a kind of social 
adjustment because the shy, retiring person is unable to 
compete with others and retreats because he fears becoming 
involved in a situation that appears threatening. The with- 
drawal type of behavior is often encountered in the school 
child from five to seven years of age, who is forced to relate 
to new people and to new social situations that are wider 
than he has experienced in his family setting. 

In order to bring about an acceptance of the new and the 
demands of society without aggravating the existing conflicts 
that children usually have when they come to school, teachers 
need to reconsider their handling of children and their 
problems and to think through what they do to children in 
their daily contacts with them. In some way, parents and 
teachers will have to devise ways to relate ‘‘the authorita- 
tive must”’ to the situation. This approach will help the child 
to see that the act is forbidden, disapproved of—not the 
child. When adults remove the personal element from 
authority, which does evoke resentment and hostility against 
both the act and the adult enforcing authority, not only 
will a. more meaningful relationship between the child and 
the adult be possible, but the child will be more likely to 
accept the act as socially desirable. 

To summarize, no one can prescribe a general method or 
procedure for helping children make socially accepted adjust- 
ments, because they are individuals with varying aptitudes, 
mental facilities, and potentialities. Undoubtedly, the largest 
single element in the situation is adequate provision of social, 
recreational, educational, and cultural opportunities, so as 
to facilitate the child’s development. In addition, the adult- 
child relationship is of major importance because the child 
imitates, copies, and strives to emulate an admired, loved 
adult. Therefore, parents and teachers must take inventory 


. 
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of themselves as potential models and be aware of what 
they really are as persons and of what they actually have 
to contribute to the development of the child. The adult 
must be consistent in his handling of the child, must be 
able to accept the child for what he is and be able to show 
sincere, sympathetic, personal interest in him and in his 
problems. School-teachers must realize that with their per- 
sonal idiosyncrasies, emotional patterns, and fixed convic- 
tions influenced by formal training, they may create just as 
an undesirable environment for the child in school as he 
may encounter at home. 

The family can and should provide the child with economic 
security, status in the community, and ‘‘belongingness’’ to 
a group, plus the much needed affection and love. But the 
school has a responsibility to recognize when the child is 
deprived of fundamental needs, physical and emotional. It 
is obligated to organize its procedures and to employ teachers 
who are emotionally mature, secure, and attuned to the gaps 
in the child’s life as he pursues his educational plans. In 
reality, the socialization of the child depends upon how sane 
and codperative adults are and how much the adults in the 


child’s world care about what really happens to him as he 
strives actively to find his niche in society. 





COLOR IS AN ADDITIONAL PROBLEM 


EDA HOUWINK 
School of Social Work, University of Toronto 


HE culture pattern, which shapes all of us until we gain 

enough understanding of it to emancipate ourselves some- 
what from it, is a force to be reckoned with in the interview. 
We are so immersed in it that it is extremely difficult to 
pull out far enough to analyze it with genuine neutrality. 
In an interview between members of two races, a Negro 
worker and a white client or vice versa, these forces come 
into play in a special sort of way. Client and worker meet 
in the area of the client’s expressed need, and this is the 
same as the area in which any client and worker meet. When 
they come from different racial backgrounds, however, there 
is apt to be an additional factor to be recognized as func- 
tioning in the interview. There is a questioning that goes 
on in the client’s mind about what the worker thinks of his 
race and of him as a part of that race, and there is the same 
questioning in the worker’s mind about what the client thinks 
of her race and of her. There is also the adjustment that 
each has made to his own racial identity as he handles him- 
self in the interview with the other. Each has to test the 
other to see where he stands, and each has to pass the test 
of the other if the interview is to go forward successfully. 
If the worker has worked through to an emotional and intel- 
lectual freedom in the area of race, she can convey this 
to her client, even though he shows an initial distrust of 
her, for the force of her sincerity and skill is greater than 
that of the prevailing mores. 

This can, perhaps, best be illustrated by an actual case. 
Some of the dynamics of what took place can perhaps be seen 
more clearly if the interview is quoted verbation. There 
are two strands in evidence—the major one of the case situa- 
tion and the minor one involving the color line. 

A soldier just returned from overseas comes in to the 
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agency to request a loan to return to his base,’ and is inter- 
viewed by a white worker. 

‘*Private H. in office. He is a tall, well-built, dark-skinned man who 
seemed restive. I asked him what he had come to see us about and he 
said that he wanted to borrow some money to get to camp. His travel- 
ing orders show that he is due at Camp X to-day. He says that he has 
a good military record and wants to keep it that way. I noticed that 
the clerical assistant had put down Camp Y as his address, and I asked 
about this. He said that the clerk had been snippy with him and so 
he had not bothered to correct her when she put down the wrong address. 
He pulled out a piece of paper with his address and it happened to say 
Camp Y and he just let her take it that way.’’ 


The difference between his response to the worker and 
his response to the clerical assistant is interesting. Factually 
he knew that he had to correct his address, but he need not 
have done this with criticism of the clerk. He could have 
been neutral about the correction. Hostile feelings had been 
generated by the clerk, but his expression of this hostility 
was a separate force in the man, for all hostility is not neces- 
sarily expressed verbally. Why he felt free enough to 
express it to the worker, is not recorded, but something must 
have gone on between client and worker to permit him 
to say it. 

The adjustment to racial difference between client and 
worker is at its maximum point at the beginning of the 
interview, and worker and client are both sensitive to it and 
working with it consciously. He may have felt enough 
security with the worker to be able to criticize the clerk to 
her. On the other hand, he may have been attempting to 
express hostility to the worker by his attack on the clerk, 
who was of the same race as the worker, but this took cour- 
age in him and it rested upon a permissive attitude in the 
worker. Because of the possibility of the presence of racial 
feelings in this attack, the worker would have to be all the 
more accepting of it, and of him, so as to dissolve it in her 
acceptance of it. 

How the worker conveys her acceptance and understanding 
of the client, so that he can take hold of it and feel sure of 
it, is too infrequently caught in the dictation of the interview. 


1 The interview took place in the Home Service Department of the American 
Red Cross during the war years. 
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Her facial expression, the use she makes of her voice, and 
the feeling tones it carries, her posture, and behind these 
outward expressions, her deep inner conviction and sin- 
cerities—these are a part of her method of giving herself 
to the client. They are subtle and non-verbal, but they are 
real enough for the worker to be able to utilize them con- 
sciously and for the client to feel them and relate to them. 
If the worker has a genuine feeling of interest and sincerity 
behind her professional discipline, she will not err very far. 
**T asked Mr. H. what he needed the loan for and how much he needed. 
He said he needed a ticket to go to camp and meals on the way. I 
told him that we could call Travelers’ Aid and have them get a ticket 
for him. I asked Private H. what had happened to his ticket and he 


said that he just didn’t think he had one. He had just come from 
home, where he had been visiting his mother and father.’’ 


This is a rounding out of the factual material surrounding 
the man’s request for a loan. It seems to contain little emo- 
tional material except for the client’s comment about his 
ticket—‘‘he just didn’t think he had one.’’ This should 
have aroused the worker, as the explanation is pretty lame 
and it needed follow up. Perhaps she was so eager to be 
accepting of him as a person that she missed the rather 
obvious inconsistency of his remark. If a worker is too 
eager to establish a relationship and misses the factual con- 
tent of what the client says, she runs the danger of estab- 
lishing the relationship on an unstable base. 

**T asked how it felt to be back in America again and he said it was 


all right. He hesitated a moment and then asked if there were anything 
I could do to help him with his allowance.’’ 


The reason for the worker’s next move is not clear, as it 
does not relate to his last comment. Perhaps she felt that 
there was something troubling him and reached out in a 
general sort of way to see if she could find it. His hesita- 
tion in answering is an indication that there is more at work 
here than the simple request for a loan. She apparently 
gave him enough feeling of assurance to permit him to bring 
up a question about the allowance which was not a part of 
his original request. The availability of the worker’s warmth 
and sincerity must have been strong enough for the client 
to have found it, and to have taken hold of it as he widened 
his area of discussion with her. Her question about how 
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it felt to be back in America again is a verbal expression 
of interest, but it is not in itself great enough to have con- 
vinced him of the sincerity of her interest. This can be 
conveyed from worker to client only if it is genuinely 
present in the worker, for she cannot give what she does 
not possess. If she has it in herself, it will permeate what 
she says and does and the client will find it. 
**T said I would be glad to if I could. He said that he had gone to 
visit his wife who lives in the South. He does not want to continue 
his allowance to her, as she has not been faithful to him. He said, 
with no need of prompting, that he had married her about two years ago 
and that she had put up $20 for the marriage. He had gone overseas 
almost immediately and his $50 allowance has been going to her since 
that time. He had gone to see her as soon as he landed in this country 


and had remained there about two weeks. He had had a pretty unhappy 
time. He hesitated and I asked if he would like to tell me about it.’’ 


The client elaborated, not on the technicalities of the allow- 
ance, but on the details of his marital life, and showed feeling 
about it. His hesitance may relate to the actual marital 
stress, or to his need to test the worker’s capacity to accept 
him, or to both. He needed reassurance, which the worker 


gave by asking him if he wanted to talk about it, but her 
question left him free to refuse if he wanted to. 


‘*He said that she had refused to prepare meals for him and had at 
one time put him out of the house. I commented that that was not easy 
for him to take, apparently. He said that it was not.’’ 


The worker here gives him further evidence of her interest, 
and puts into words the feeling she felt he had. The worker 
needs to be careful not to give feeling tones to the client 
that he does not have, but that he may take on suggestibly 
because of hearing them verbalized, because of a dependence 
in him which the worker taps unconsciously, or because her 
prestige is too strong a force for the client to resist. When 
the worker verbalizes the client’s feelings for him, she must 
be very sure of her diagnostic thinking and of the effect 
her words will have on him. 

‘*He had expected his wife to receive him with open arms, and that, at 
least during the time that he was there, she would do everything for 


him that he wanted done. After he left, she could again do as she 
pleased. He looked at me and asked, ‘Do you want the truth?’ ’’ 


The client is still testing the worker, wondering if she can 
take it, and he brings this out openly by putting it into 
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words. The client’s testing probably has two roots, one 
stemming from his uncertainty of her acceptance of the mate- 
rial he needs to produce, the other from his uncertainty of 
her acceptance of him as a person, and this may have racial 
coloration. For her, they are much the same, and she meets 
them with an acceptance and a permissiveness that relax him 
and allow him further to unfold what is pressing under- 
neath. Her acceptance of him as a person is in itself the 
reassurance he needs to bring out the underlying material, 
and her acceptance of what he says is acceptance of him as 
a person. 


**T said that I thought it might be better if we both understood what 
had happened. He said that his wife goes with other women. Occa- 
sionally she goes with other men, but for the most part she goes with 
women. She was cruel to him, going out at midnight and coming in 
at 4 and 5 in the morning and refusing to do anything for him. She 
and her mother were both discourteous to Private H., and both of them 
move in a circle that involves primarily women. When he left, he went 
up to see his mother and father in the North. When she heard what 
had happened to him in the South, his mother said that she hoped this 
would teach him a lesson.’’ 


The worker’s comment that it might be better if they both 


understood had a dual effect. It is a fairly active way of 
helping the client to unburden, and it also reassures the client 
of the worker’s interest and acceptance toward whatever he 
may want to bring out. The material this man brings out 
indicates his need for permissiveness in the worker. He 
seems eager to unburden and, therefore, the worker’s activity 
becomes reassuring rather than intrusive as it might 
otherwise. 
‘*T wondered what Private H. thought he would do about the allow- 
ance. He was not sure and looked to me. I wondered whether he meant 


to continue the marriage. He hesitated and I waited, as I could not 
tell what he was thinking.’’ 


The worker’s return to a discussion of the allowance brings 
the focus back to the man’s practical request, which was 
the only part of the problem with which the agency could 
help in this single-interview situation. Her comment about 
the marriage was related to the allowance, as a soldier could 
not stop the allowance to his legal wife according to the 
Federal Act. The ships-that-pass-in-the-night quality of this 
interview establishes its own limitations, to which worker and 
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client remain sensitive throughout. The man is not quite 
through, as his uncertainty and hesitation indicate, and the 
worker, therefore, lets him continue with whatever he feels 
still needs to come out. She has defined the limits of this 
single interview by bringing the focus back to the allowance, 
and she then lets him go on to define its limits from his 
point of view. 


‘*Finally he turned to me and asked if I wanted him to tell me the 
truth. I said that I thought it would be well if we could get together 
on the story. He says that this is his second wife and that he is not 
divorced from his first wife. He has not told anybody about this and 
is afraid that if the army learns about it he will lose his good record. 
He married first some years ago in the South; he does not remember 
how long ago, but it was about the time he was in the C.C.C. camp 
down there. 

**His wife left him and married another man. He decided, when he 
was stationed in the South as a soldier, that if his first wife could 
remarry, he could, too, and that both of them would keep quiet about 
their previous marriage. His father had told him to divorce the second 
Mrs. H. and that would make everything all right. He is quite confused 
as to what to do and fearful about it. I commented that he would 
not be able to divorce his second wife, as she was not legally his wife. 
I said that the second marriage would have to be legally voided. He 
asked what that meant and I tried to explain it to him. I wondered 
if he had a lawyer who could help him with this. He said that he had 
been sent to a white lawyer in the South by the legal department at 
his field. He had gone to the lawyer, but because the waiting room 
was filled with white people, he had not remained. 

‘*We thought through together the possibilities of what he could do. 
He could write to the Office of Dependency Benefits and explain the 
situation to them, asking that the allowance be stopped; he could discuss 
it with his commanding officer; he could let me write to the field director 
at camp and let him handle it; or he could discuss it with an attorney 
in civilian life and have it handled in that way. He preferred to have 
a civilian attorney handle it for him. Together, we wrote a letter for 

- him to sign to send to the lawyer in the South.’’ 


The client has now brought out the whole of his problem. 
The worker does not attempt to relate to the feeling tones 
in it, as they lie beyond the dimensions of a single-interview 
relationship. There is, however, a legal problem with which 
some help can be given and the worker accepts this as her 
assignment. She attempts to help him clarify by thinking 
through with him possible alternatives without throwing her 
weight with any of them. The legal tangle needed legal 
counsel, which the worker could not give and a reference else- 
where was indicated. Her acceptance of the situation for 
discussion had a therapeutic value for him, as it allowed him 
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to share his problem with some one; it gave him a chance to 
ventilate and thus to ease the pressure, and it helped him 
to clarify his thinking. Her interest was supportive, her 
permissiveness was relaxing, and their pointing up together 
possible moves for him to take helped him to become active 
about his situation. His comment about the white people 
in the waiting room indicates his feeling of security with her. 


**At the end of the interview Private H. said that he should have 
come to us earlier and smiled. I said that I was glad he had come. He 
said he had tried going to social workers in the South, but that they 
had been very sharp with him. He said that Negroes in the South 
eannot discuss their problems with white people, that they would not 
listen to them.’’ 


Here the client is trying to express his gratitude and the 
worker acknowledges it naturally. His next attempt is to 
separate the present worker from those whom he had known 
and to comment about the inability of his people to get help 
across the barrier of Southern prejudice. He says this now 
without evident hostility; it seems to be more of an observa- 
tion than an expression of aggression. 

‘*Since we seemed to have finished most of the material about his 
family allowance, and since he had been in the office almost an hour, 
I brought the discussion back to the loan. He said that he guessed he 
needed only a couple of dollars for food; he had not eaten since 
yesterday morning and he was pretty hungry. He grinned at me and 
put his hand into his pocket and pulled out a railroad ticket to show 
me. It was a ticket all the way back to camp. I smiled and returned 
it to him, and said nothing. I asked if he had any overseas pay in the 
Army Finance Office and he said that he did not—he had drawn it 
all out to make the trip to his wife and then up to his parents and 


back to camp. I gave him a $2 grant and told him he could repay us 
if he wanted to. 

‘When I gave him the letter to the lawyer, which was typed in the 
office, he read it carefully before signing it. 

‘*Brief Service: Closed.’’ 


The client’s sudden burst of honesty is interesting. It is 
another expression of his gratitude and security in the rela- 
tionship. The worker had earned this by her demonstrated 
capacity to understand, and his honesty earned for him the 
return of the ticket without comment. Her final move of 
giving him a grant when he had asked for a loan is some- 
what an overstepping on her part. It was due to her sub- 
jective need to give, since giving was not called for by the 
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presenting situation. It probably did no harm, as he had 
been very much hurt and no one had given him much since 
his return from overseas, and it also had the positive value 
of demonstrating the worker’s acceptance of him. Her com- 
ment about repayment may have made him feel that it was 
really a loan, so that it had a loan value for him. However, 
on the negative side, if he accepted it as a grant, he may 
have felt that it was a paternalistic move on the worker’s part. 

In looking at the interview as a whole, two strands can 
be seen: First, the evolution of the request from loan to 
allowance to marital difficulty, which might have been present 
in any case, regardless of race, color, or creed; and second, 
the racial adjustment of client and worker to each other, 
in which the client had to test the worker’s sincerity and 
capacity to understand and she had to pass that test. All 
clients test their worker, but there is an extra barrier to be 
overcome when client and worker are of different cultural 


groups. 

Private H. came in with a good deal of aggression, stem- 
ming from his marital life, the careless comments of the 
clerk in the outer office, and from the friction resulting from 


the mores of the society in which he lived. The worker met 
these in meeting him, and she was sensitive to them as well 
as to him as a person. Once he felt secure with her, he could 
begin to focus on the more individual problem of his own 
life. This problem would probably not have come through 
had the worker not been able to recognize the racial insecuri- 
ties and hostilities first and to remove them from the path 
of the interview. 

The cancellation of possible racial forces in the inter- 
view is a relatively small task for client and worker, but it 
is an essential one, without which the interview cannot pro- 
ceed to other material. The skill and sincerity of the worker 
remains a primary factor in the unfolding of the interview, 
but unless the worker has cut through personally the binding 
power of the American dilemma, she will not be free enough 
to be available professionally to her client of a minority 
group. This relatively small part of the interview grows 
out of a large piece of work by the worker on herself, and 
until it has been done the client will sense the worker’s real 
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feeling, even though it is veiled, and he will not be able to 
open up as he needs to. 

During the last few years there has been an increasing 
literature on the psychological and cultural meaning of race 
and this is a hopeful sign. Sociologically, we are beginning 
to ventilate our ideas and feelings and, as in case-work prac- 
tice, clarification and a will to be active about it will follow. 
Meanwhile color is an additional problem to be resolved 
within the case-work relationship before client and worker 
ean be free to relate to the individual human problems that 
lie beyond. 





A MENTAL-HYGIENE APPROACH TO 
THE INTEGRATION OF A MULTI- 
FUNCTION SOCIAL-SERVICE 
AGENCY 


FRANK T. GREVING 
Executive Director, New York City Veterans Service Center 


Cy* contemporary social-service picture seems to pre- 
sent two major deficiencies—an inadequacy of agency 
resources to meet the many needs and a serious lack of skilled 
personnel. To mention but a handful of these deficiencies 
in service, there are the increased demands for the services 
of psychiatry, family case-work, child guidance, vocational 
guidance, employment counseling, and health care. To-day, 
especially, one cannot but view with alarm the growing tend- 
ency to constrict programs of social service, whether federal, 
state, municipal, or private. 

What has been the effect of this expanding need in the 
familiar areas of our local communities? Social agencies 
of all kinds have been struggling to meet the increased need 
for services. In some instances agencies outbid one another 
for personnel. The number of agencies with month-long 
appointment lists grows. Some, we hear, have suspended 
intake indefinitely. Some restrict intake to the harsh emer- 
gency only. 

This means that fewer citizens are getting help, and many 
become weary of the run-around they experience in trying 
to obtain it. We dare not think of the needs that are not 
expressed, but our professional conscience tells us that they 
are numerous. A problem that does not receive proper atten- 
tion at an early stage of development will finally expand into 
a full-blown dilemma which then will require long-term, highly 
skilled, and costly care. 

For example, there is the young student who sought train- 
ing in air conditioning, one of our glamour occupations. He 
was improperly advised of future job possibilities at the time, 
and became increasingly frustrated when he could not find 
work in his chosen field. He then began searching for another 
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and a better choice until he was exhausted, at which point he 
needed help not only with his educational and vocational 
problems, but with his emotional conflicts as well. 

To what does this lead us, and wherein is our challenge? 
Perhaps a reévaluation of the broad meaning of mental 
hygiene in its bearing upon the total personality and all 
of its interdependent relationships will open a gradually 
widening approach to a more effective handling of some 
of to-day’s tasks. We have many different categories of pro- 
fessional social service, but we lack the specialists to carry 
them on. We are interested in prevention, but find little time 
to plan for it when all of our effort is centered on the acute 
problem. As individual specialists, we continue to develop 
the high science of our skills. We go on working with the 
so-called standard case loads because somehow that is what 
we always did. The closed shop of our professional dis- 
ciplines has done much to develop our knowledge and skills 
to levels at which we can justly be proud of our achievements. 
We have not always been equally enthusiastic about unifying 
our strengths, pooling our knowledge, and integrating our 
services and skills. Except for a few notable efforts, cross 
fertilization among the social services has been generally 
held to be a matter of liaison, of good public and community 
relations, rather than of integration of total services to meet 
total needs. Herein, it seems, lies a possible application of 
the practical meaning of the concept of mental hygiene. 

This application of team work is not new. In military 
service it was given new expression in the form of the so-called 
clinical teams. Unfortunately, this concept has not completely 
penetrated all of our community services, to effect a mutual 
mobilization of strength. Agencies are not sufficiently open 
or psychologically accessible to individuals in the community, 
to a degree that makes them and their services known to 
large numbers of people. In this there is something slightly 
askew. Whenever we are faced with economies or rising 
needs, or both, we are prone to deplore the threatened dilu- 
tion of our skills, but the answer is not only to demand more 
skilled personnel and more skilled agencies, but to search 
and use all that we have on hand to the very maximum—yes, 
even at the risk of trying something different. Many of 
us believe that real economies can be effected by eliminating 
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duplication, combining resources, and building adequate com- 
munity-wide screening, information, and reference services. 
We must also evaluate every professional job on every level 
in order to utilize individual and mutually supporting skills 
to the maximum degree. 

Our primary interest must always be service to the indi- 
vidual. To his needs we must bring our skills as well as 
our understanding of all existing resources that might be 
utilized in rendering effective help. Part of this job involves 
education and training—a spreading out to all who work with 
people, regardless of their level of skill or professional train- 
ing; a high degree of sensitivity to the manifold facets of 
an individual’s problem. Although we may work within the 
structure of our specialties—family case-work, psychiatric 
social work, medicine, psychiatry, and so on—the real concern 
of mental hygiene is the flexible integration of all of these 
elements. It is within this constellation of all services and 
skills that the sum total of the community’s and the nation’s 
social-service forces can be mobilized. This is one way of 
meeting the real challenge such a mental-hygiene orientation 
demands. 

At a Veterans Service Center we have endeavored to apply 
this mental-hygiene concept of meeting total needs of the 
individual through an integration of all of our resources 
with the total personality need of the veteran. I shall discuss 
here a few of the more important aspects of this agency’s 
development—its problems of integration among the different 
units, use of staff, in-service training, the creation of a chain 
of supervisory links, and use of group procedures in meeting 
staff deficiencies and high loads. The center has been engaged 
in what might be called an experiment through being a first- 
line agency of prevention and service, meeting many problems 
on the spot and directing to appropriate agencies those that 
require continuing care. This agency has taken a first step 
toward helping over three-quarters of a million veterans in 
its three years of existence—a fair sampling of any segment 
of the population. 

The center was organized in early 1944, in recognition 
of the fact that many discharged service men would be facing 
problems of adjustment on their return to civilian life. In 
mapping out the areas of greatest possible need, it appeared 
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that they included chiefly questions and problems relating 
to medical care and to psychiatric care, and family, educa- 
tional, and employment problems. No agencies or special- 
interest groups have participated except those whose services 
are dedicated to the needs of the applicant, without possible 
secondary gains for the agency involved. 

To-day, the Veterans Service Center consists of twenty 
federal, state, municipal, and private agencies. They are 
housed under one roof in a nine-story building. The Veterans 
Service Center is, in a sense, the holding company for these 
agencies. The two groups of personnel represented are the 
staff of the Veterans Service Center and the staff of the 
various so-called loaned agencies. To the center’s staff 
belong, on the administrative level, the director, an assistant 
director, and a chief of community relations, of public rela- 
tions, of information service, and of research and statistics. 
Under administrative service are the files and the mimeo- 
graph, mail, and business-management units. 

In addition, there are three case-work supervisors: one 
who is responsible for intake, with a staff of twenty-two 
receptionists; one who, as the chief medical social worker, 
is responsible for the health unit, with a staff of five doctors 
and five social workers; and one who is responsible for the 
case-work unit of six trained and experienced case-workers. 
There is also a chief of the business-counseling unit, which, 
with four consultants and the last mentioned units, make 
up the center’s own four key operating units. 

On the loaned-agency side, there is a total of about one 
hundred and seventy-five counselors, including the chief of 
each unit. The total direct service staff, center and loaned, 
is under the supervision of the assistant director, who is 
responsible for all internal operations and service. Altogether 
there are about three hundred counselors, ranging from psy- 
chiatrists, physicians, psychiatric social workers, junior case- 
workers, to the large group of untrained counselors. The 
units, which are composed of Veterans Service Center staff, 
are directly related to the agency’s administrative and super- 
visory structure, as in any traditional agency. The loaned 
agencies are responsible to the center indirectly and by agree- 
ment as to their function and integration with the center. 

From its inception, the center’s chief goal has been to pro- 
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vide as many of the most needed services as could be brought 
together in one place. Beyond this, the center’s job was to 
make certain that all veterans who could not be served directly 
in one interview at the center would be referred to commu- 
nity agencies prepared to give a continuing service. In this 
sense, the agency could be considered a community-wide 
information and reference point for all agencies and service 
groups. This meant, too, that there was no duplication of 
agency effort. Although, in some instances, the service given 
at the center has overlapped the work of the parent organi- 
zations, in no sense has this ever involved a question of com- 
petition between the center and the community agencies. If 
anything, the fact that an agency in the community had a 
branch unit at the center meant that they supplemented each 
other’s effort to the advantage of the veteran. In all instances 
the loaned agencies took on new responsibilities in being at 
the center. This relates to one of the key points in the process 
of integration. 

Very early it appeared that, although the idea of such a 
multi-function agency as an on-the-spot and reference service 
had much potential merit, it was quite possible that the vet- 
eran would be given the same run-around among the services 
in our building as we were trying to prevent him from expe- 
riencing in the community. We also knew that we, as the 
central agency, would have to assure maximum service both 
quantitatively and qualitatively on the part of all agencies 
included at the center. This in itself held numerous pitfalls 
and dangers in the attempt at a true integration. The change 
in orientation to practices with which loaned agencies were 
faced was that their counselors achieve an acceptable quality 
for the service given by their agency, that they keep uniform 
center records, that working hours conform with those of 
the entire center, and that procedures for the flow and control 
of appointments be observed. Also, all agencies were to 
work with the center’s supervisory staff. Here it was expected 
that they would participate actively in a mutual integration 
of their own service with all other services in the building. 

It was on these points that all loaned agencies agreed to 
participate. The motivations for such an extension of service 
on the part of loaned agencies were numerous. The vogue 
of service to veterans was one factor; the recognition received, 
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another. However, the gap between agreement in policy 
and actual practice was often considerable. Working with 
as heterogeneous a group of services, people, and skills as 
could be brought together anywhere, it became necessary 
to set up areas of responsibility for the center’s staff that 
would help mold this group into one agency that could be 
called a service center. There were problems of overlapping 
interests among many units; almost all counselors, interest- 
ingly enough, had a tendency to want to solve ‘‘all problems 
for all men.’’ It seemed advisable that the concept of speciali- 
zation be accepted by all agencies and that each unit have 
as its goal service to the fullest extent within the function 
and skills its particular unit had to offer. At the same time, 
it would be necessary for all counselors to be aware of the 
relationships between one need and another. 

On the operational level, the very first application of our 
principle was carried out by the reception staff. This staff, 
under the supervision of the chief of intake, engages in the 
following operational responsibilities: they participate in 
a program of in-service training, work at a battery of informa- 
tion telephones, man the central executone control system, 
coordinate the flow of applicants and appointments for units, 
regulate the flow of applicants throughout the building, and 
control the flow of records from central files to the individual 
units and counselors. The basic job of the receptionist is 
to give information and to screen and route applicants to 
the various units throughout the building, as well as to obtain 
initial face-sheet information on applicants who are sent to 
units for interviews. Receptionists rotate on a bi-weekly 
basis between the various floors and the main floor in order 
that each receptionist may be fully informed as to the total 
operation and nature of each service. These receptionists, 
although not professionally trained, are carefully selected, 
many having had previous interviewing experience in coun- 
seling units of the military services. They are all adaptable 
to an in-training program which develops interviewing skills 
of a very high level. 

Receptionists are trained to view each request in relation 
to the individual’s total needs. They are helped to develop 
a sensitivity toward what the applicant does not say about 
himself and his problem. They have been taught an appre- 
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ciation of the cause-and-effect relationship between problems. 
A decision made by the receptionist may well mean the differ- 
ence between helping an applicant get on the road toward 
the service that will meet his needs, and involving him in 
greater difficulties in the future, through a faulty diagnusis 
of his problem. 

This orientation, which takes into account the many pos- 
sible variations in which problems may be presented, prevents 
the kind of quick and offhand decision about a person’s 
needs that frequently has the result of closing avenues of 
service, especially in an early stage of the development of 
a problem. Decisions on proper routing to the specialized 
units for service are not necessarily made on the basis of 
the applicant’s request as literally stated. ‘‘I want a lawyer,’’ 
may mean that the applicant is involved in an altercation 
with his business partner. This applicant might be first 
referred to the business consultant, if the problem appeared 
to be primarily one of helping him with a phase of his business. 
If, on the other hand, the situation has already defined itself 
to the point where legal procedure is indicated, he is sent 
to the legal consultant. In either case he can be re-routed 
from one consultant to the other later. 

‘*T want to talk to a lawyer’’ may also involve a domestic 
situation. It may mean that the applicant is separated and 
wants to know about his legal rights. He may be contem- 
plating separation, divorce, or custody of children. Again, 
depending upon the phase to which his problem has developed, 
the receptionist could refer him to a legal consultant or to 
the case-worker for discussion of a family problem. 

Recognition of the interrelatedness of problems, which at 
any particular level may best be dealt with by one service 
or another, makes for flexibility in our handling of applicants. 
It assures them a start with the service they most need at 
the time of their request. Again, although they may begin 
with one unit, they may end up with a different service from 
the one their initial request implied. This gives the applicant 
the greatest possible choice of help and assures him of getting 
to the core of what he needs with the least possible dispersion 
of effort. 

The sensitivity required for this job is considerable. 
Knowledge of the various unit services and their interrela- 
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tionships must be thorough in order to assure an effective 
intake job. It might be asked why it is not necessary for 
the receptionist to be a trained worker if he is called upon 
to take this degree of qualitative responsibility. We could 
never have justified the hiring of twenty-two trained workers. 
We have found that intensive, specialized training here under 
a trained case-work supervisor has enabled these receptionists 
to meet the demands of their job. 

The following example will demonstrate how the various 
units in the building link their services together for the benefit 
of the applicant: 

A veteran who came in to file for educational benefits with 
the Veterans Administration Contact Unit was seen to be 
quite unrealistic. He had previously made several unsuccess- 
ful attempts at widely different educational plans. The con- 
sultant could, by law and under the function of his agency, 
fill out the proper forms, initiating the veteran’s entitlement 
to his rightful benefits. With the orientation and training 
the counselor had received at the center, he thought that 
under the circumstances he would only create another prob- 
lem for the veteran if he carried out literally the man’s request 
for service. The counselor noted much pressure and anxiety, 
and the veteran was referred to one of our case-workers with 
whom he was able to work out his need of and interest in psy- 
chiatric treatment. After screening by our case-worker, he 
was then sent on to our panel of volunteer psychiatrists. This 
panel will take for treatment neuropsychiatric conditions that 
are non-service-connected in origin. This was worked out 
directly between our case-worker and the panel’s intake 
worker. 

Each worker who had contact with this applicant passed 
on his briefly recorded impression to the others. The prox- 
imity of services, their free exchange, and the use of one 
another’s facilities and information, as well as the experience 
gained in working together, help tremendously in determining 
the nature of the service to be given and the disposition to 
be made of the case. 

This handling of a situation involved an intensive period 
of training, both individually and in groups, of all the coun- 
selors concerned. Under other circumstances the handling 





APPROACH TO SOCIAL-SERVICE AGENCY 613 


of a problem might move from the intake worker of the psycho- 
analytic unit to one or more other agencies. 

The manner in which integration is achieved begins early 
with new units and their counselors through a general orienta- 
tion to the structure and philosophy of the Veterans Service 
Center. This is followed up by staff meetings, use of recorded 
material, and discussion of the problems encountered in the 
working relationships between units. It has been in these 
areas that the center’s case-work staff has been used actively 
and continuously because of their psychiatric orientation, 
experience, and additional in-service training. As members 
of the staff of the center, these workers have been in a posi- 
tion to bring to almost every operational phase of the agency 
the orientation and philosophy that we have been discussing. 
The most skilled case-workers and the case-work supervisors 
have been given for supervision those units in which the need 
is greatest. Others in turn have devoted their time to the 
supervision of other units. 

The chief of each loaned-agency unit again has had ulti- 
mate responsibility for the continued training of his coun- 
selors. This process has been at times somewhat difficult. 
While as a rule training began with a good deal of overt 
coéperation, time and closer working relationships often 
brought out the latent differences inevitable in such a work- 
ing relationship. The fact that all counselors from loaned 
agencies, including their unit heads, had become well set in 
their patterns of work, and certainly owed their primary 
allegiance and jobs to their parent organization and not to 
the center, produced such familiar statements as: ‘‘This 
is the way I have always done it,’’ or, ‘‘This is in keeping 
with what my agency wants me to do,”’ or, ‘‘It is against our 
rules to do it this way,’’ or, ‘‘We don’t keep records for 
our agency. Why should we for you?’’ or, ‘‘Why should I 
have referred this person to X unit within this building, since, 
if he needs their help, he can look it up in the directory or 
talk to the receptionist on the main floor?’’ In all but a few 
instances, these problems of integration could be overcome 
only through a gradual process of teaching the basic skills 
of interviewing, and of helping counselors to acquire greater 
sensitivities and to become truly responsible for the nature 
of the service this and their own agency represented. 
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Where, after a period of time, the resistances became such 
that the negative manner in which a unit gave service became 
a real concern, not only to the center, but to other units 
whose work was being affected, conferences with parent- 
agency heads were necessary. The first step in such con- 
ferences was agreement on the basic issues, letting the parent 
agency itself take whatever responsibility it could toward 
improving the orientation of its counselors. If this failed, 
the parent organization might be given the opportunity to 
change its personnel. The head of the unit involved is always 
the key person in this kind of situation, and a good deal 
depended upon his participation. 

Beyond this, the center could not permit an agency to remain 
where a mutually acceptable set of standards could not be 
agreed upon. In only two instances was it necessary to 
request withdrawal of the services of an entire unit. In 
another, a portion of the staff, including the unit’s head, was 
changed. In others, individual transfers of counselors were 
effected. An important element motivating the degree of 
codperation with other agencies here is their open commit- 
ment to the purpose of the service which they had originally 
agreed to join. To break off such a relationship because 
of unwillingness to meet the standards of the joint effort, 
as agreed upon in principle at the beginning, creates more 
problems than a sincere working through of the difficulty. 

In such negotiations, which in one form or another are 
a continuing aspect of intra- and inter-agency liaison, it has 
been necessary for the center to guard against setting rigid 
standards as well as to consider the variations among indi- 
viduals and units, their skills, and their functions. Although 
in-service training should be a forward-moving process, the 
rate of acceptance, the refinement of interviewing techniques, 
and so on, must take into account the normal factors in any 
learning process. 

As might have been expected, most of the personnel of 
our loaned units slowly formed a new identification which 
frequently was used positively with the parent agency. If 
anything, this at times created problems for some of the 
units. Because of their greater flexibility and the increased 
sensitivity with which they gave service, their practices occa- 
sionally became subject to questioning on the part of their 
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parent organizations. At this stage, the center had to take 
responsibility for what had occurred and the evidence of satis- 
factory service given usually led the parent agency to accept 
the change. 

This situation was most often encountered where problems 
of staff ratio to case load came up. For example, a Veterans 
Administration contact representative in almost all regional 
offices is expected to see about thirty applicants a day. The 
job at the center, however, is different in that all applicants 
referred to our contact representatives are screened at recep- 
tion, so as to require a full service in every case. This means 
a more qualitative job. A simple point of information can 
be answered by our receptionist without referring to the 
Veterans Administration unit. At the regional contact offices, 
on the other hand, where seeing the contact representative 
is the applicant’s first meeting with the agency, a simple one- 
or two-minute question might be tallied in the total of contacts 
made in the course of a day. For this reason the ratio of 
staff to applicants at the center has called for a greater num- 
ber of counselors. This does create a problem of variation 
from the policies of the parent agency. But when the real 
question—namely, that of adequate service to meet the need 
of applicants—is made the issue and is again demonstrated 
through case material, the parent organization’s policy can 
be made more flexible. 

The process of integration over a period of time has shown 
that some units developed more quickly to a higher level 
of effective performance than others. Since at no time would 
it have been reasonable for the center to expect agencies 
to staff their units to meet peak loads, the handling of volume 
and its control to the units has been a continuous problem. 
At the height of our load, the center was handling 12,000 
applicants per week. A normal average has been about 
6,000 per week. Scheduling advance appointments early and 
late in the day has been one method of equalizing the dis- 
tribution of load to our units; spreading the lunch periods 
of the staff from 11 to 2, another means. But, nevertheless, 
units have often been faced with loads that they could not 
absorb. 

One of the means through which this problem was met 
was the introduction of a group process in our higher-volume 
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units. Our group efforts are based on the fact that in 
some of our units there is much material of an informational 
and interpretative nature that concerns every applicant who 
comes to that unit. Presentation of such material to a group, 
along with a statement of the purpose of this general orienta- 
tion and discussion, assists each applicant in focusing his 
special areas of interest and the problems for which he 
wants help. 

In an educational unit, for example, groups of five, ten, 
or fifteen applicants are scheduled to be seen at varying 
times during the day, depending upon the rate of intake. 
They are given all the information about G.I. educational 
benefits ; the financial, housing, and family problems that may 
arise; the status of the schools, their courses and general 
requirements, and their policies in the matter of credit for 
past educational and military service. A brief discussion 
of general questions follows, and each member of the group 
is helped to relate this to his own particular situation, being 
told that, so far as is possible, he might try to formulate his 
own needs by the end of the group session. 

At the end of the session, they are given the choice of 
several decisions: one, they may feel that this session has 
answered all of their needs; two, they may wish to discuss 
their problem with an individual counselor; three, with or 
without individual counseling, they may want other services 
at the center about which they have been informed while in 
the group. The group leader then immediately schedules 
individual counseling interviews for those who are interested 
and makes appointments, where indicated, for other units in 
the building. 

Through this method of codrdinated group and individual 
counseling, we have increased the load capacity of a unit of 
seven counselors by about 25 per cent. When the applicant 
gets to the individual counselor, he is usually able to arrive 
at his problem more quickly, has less need for general informa- 
tion, and engages in a more purposeful and productive selu- 
tion from the start. A reduction in interviewing time has 
been achieved, yet the over-all service given is equally, if 
not more, effective. Those to whom the group session alone 
has given a satisfactory answer do not need to see the indi- 
vidual consultant. 
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With a change in content, the basic principles of this group 
process have been worked out with widely different services 
at the center, and, in each case, have proved a real advantage 
both to the applicant and to the agency, enabling the latter 
to render service to more persons at the specific time when 
it was needed. In these units the use of future appointment 
schedules was usually not necessary. In some units this 
method is not feasible in this setting. (In the traditional 
case-work agency, there are several applications of this 
process, some of which have proven quite successful.) 

The use of groups has been particularly interesting in 
the handling of requests for vocational guidance. Vocational- 
guidance agencies in this city have for some time been so 
overburdened that applicants have had to wait several months 
before being seen. We recognize that people usually apply 
for help when they are ready for it; having to wait often 
loses for them the service they want. Applicants who 
requested this service at a time when it was not available to 
them frequently decided for themselves to go ahead with an 
educational or job plan, retaining their doubts and questions 
as to the choice made. 

Several of the units at the center faced this inability to 
get individuals to adequate vocational-guidance facilities 
promptly and many of these people found their way to the 
case-worker. Our experience in meeting such requests showed 
that most applicants had only a vague notion of what they 
wanted. The idea of vocational guidance as a panacea for 
all problems and a magic key to the future has been what 
many veterans brought with them from their military expe- 
rience. We suspect that this is a prevalent notion on 
the part of the general public also. Vocational guidance has 
become a basket into which people feel that they can dump 
their conflicts and anxieties, trusting that somehow a solution 
of their problems will.come out of it. This observation con- 
cerned us very much. Also, since from twenty-five to fifty 
such requests appeared at reception daily, it was decided to 
centralize their handling. 

Our old method had been to give the reception unit the 
responsibility for screening requests for vocational guidance 
and testing and for referring them to other units as follows: 
(1) requests relating to job interest and problems to the 
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employment-counseling unit; (2) requests relating to prob- 
lems of interest in education to the educational unit; (3) 
requests in which the problem was one of obvious confusion 
to the case-work unit. On this basis these units were all 
dealing with the same as well as different aspects of the 
problem. Dispositions were always appropriate to the main 
problem found, and varied from reference for psychiatric 
care, to job, educational counseling, or direct reference to a 
vocational-guidance agency. Many of these applicants had, 
at one time or another in the past, been served by a vocational- 
guidance agency and were now requesting the same service 
again. (This presents a potential area of discussion which 
is outside the scope of this paper, but which should be very 
fruitful.) 

The change that we made in our procedure was as follows: 
The counselors in our employment and educational units had 
had experience and training in vocational-guidance proce- 
dures. Since the heads of these two units were the most 
skilled personnel in this field in our agency, a plan for voca- 
tional screening was evolved with them. Applying the prin- 
ciples previously mentioned in discussing the educational 
unit, we formulated the following content for the group: Since 
the majority of veterans have but a very slight and often 
an erroneous idea of the service they are requesting, the 
session opens with a brief description of its purpose, the 
help offered by, and the limitations to be expected of, educa- 
tional-guidance procedures. Applicants are told that in the 
course of this session they may be able to clarify some of 
their questions; that there will be discussion; and that at 
the end of the discussion they can make a choice among the 
following services: (1) an appointment with a case-worker; 
(2) an appointment with an educational consultant; (3) an 
appointment with an employment consultant; (4) a direct 
reference to a vocational-guidance agency ; or they may decide 
that this session has answered their needs and that they 
are not interested in anything further. They are remiaded 
of these choices at various appropriate points throughout 
the session. 

The group counselor indicates that an interest in vocational 
guidance may arise from an indecision over a job versus 
further education, because of curiosity as to how one would 
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‘‘make out’’ in a job or perhaps because one may have been 
deeply troubled for a long time as to how one can fit into the 
world in a useful way, both to one’s own satisfaction and 
to the satisfaction of others. 

This preliminary orientation, which consumes from ten to 
fifteen minutes, leads to the suggestion that each individual 
raise questions which, beyond what had already been said, 
will help him to make his choice of service at the end of 
the session. In every group, at this point, its members have 
become very active, so much so that at times it has been 
found best to rotate the opportunity for comment around 
the table. Usually, before the leader has become involved 
with one person about his problem, others express their views 
as confirming or being different from those raised by some 
one else. This interaction has always been spontaneous, and, 
because of its highly charged content, has been a manifesta- 
tion of the pressure and confusion under which these appli- 
cants have been laboring. About ten or fifteen minutes of 
this discussion, in which the leader has merely summarized 
content from time to time and made an effort to limit the 
scope of the discussion, has been unusually helpful from a 
diagnostic standpoint. 

Various degrees of disturbance have been found—from 
what appeared and were later confirmed to be full-blown psy- 
chotic reactions to confusion that was amenable to a relatively 
simple counseling service. There have also been individuals 
who had been through the traditional vocational-guidance 
procedure. The repetition of their request for such guidance 
usually indicated a need for case-work or psychiatric help. 

An interesting observation here has been the freedom with 
which applicants openly chose to ‘‘see a case-worker for a 
personal problem’’ at the end of each session. About 20 per 
cent of the individuals thus handled have requested this serv- 
ice. The division among other services has been about the 
same. 

A further validation of this procedure is the degree of 
movement that can take place in the individual members of 
a group of strangers and the fact that a large percentage 
get beyond the literal implications of their original request 
as stated at the reception desk. A follow-up procedure was 
devised, giving each member of the group a form to return 
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to the center on which they could state where this help had 
led them. Thus far, 98 per cent have expressed a feeling 
that they gained a good deal out of these sessions. Many 
have felt that they have resolved their confusion and are 
now clear about the direction in which they are planning their 
future as to job or education. Where the replies have been 
negative, the applicant is sent a note asking if he would like 
to return. In these cases an appointment is usually made 
by the previous group leader with the case-work unit. 

Another phase of inter-agency integration has been our 
concern over the maximum utilization of each unit’s service 
in contributing to the efforts of other agencies. An example 
of this between two of our units will illustrate. For some 
time our case-work staff, in its liaison work with the Veterans 
Administration, worked in a rather cumbersome way when 
attempting to clarify the status of veterans with the admin- 
istration. We were often confronted with the problem of 
trying to fit the veteran back into the services of the admin- 
istration, or to determine whether there might be a basis 
for renewing a previously rejected application for treatment, 
since additional evidence pointed to the possibility that the 
veteran’s condition was service connected. 

It was particularly in the area of neuropsychiatric prob- 
lems that both the worker and the veteran lost much time 
in determining whether he should return to the Veterans 
Administration or whether the worker should begin planning 
to refer him to a community clinic. Since the addition of 
an annex of the local Veterans Administration mental-hygiene 
unit to the center, our workers have had direct access to 
administration psychiatrists and social workers. This has 
proved a very simple and effective way for the administration 
to take responsibility in situations in which it is warranted, 
and to begin, through their own personnel, to fit the veteran 
into the framework of the administration. This has been time- 
saving for both agencies and a very real help to the veteran. 
The Veteran Administration’s mental-hygiene personnel 
responsible for the continuing treatment of their patients can, 
at any appropriate phase of the treatment, use the various 
agencies in the building. In referring a patient to the employ- 
ment or to the educational unit or to some other service. 
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the advantages of ready communication between staffs are 
obvious. 

On the subject of maximum utilization of personnel to meet 
staff deficits in relation to a high intake rate, our health unit 
might be used as one example of how this problem was met. 
This unit, under a chief medical social worker, consists of 
one medical director, five part-time physicians from the New 
York City Department of Health, and four well-trained case- 
workers. Two ‘‘junior case-workers’’ (workers with some 
experience, but little formal training) are also utilized. In 
addition, there are two nurses, a receptionist, and a clerical 
staff, 

The function of this unit is (1) to provide medical exami- 
nations of a simple pre-diagnostic nature, so that the case- 
work staff may make appropriate reference of cases to 
community clinics; (2) to give premarital, civil-service- 
employment, and other routine examinations. The doctor 
alone is usually concerned with this aspect of the job. None 
except emergency treatment is given. 

Our problem had become partly one of proper routing of 
applicants into the health unit. Our experience has shown 
that the volume and type of health complaints with which 
we are dealing divide themselves into the following cate- 
gories: about 30 per cent are simple routine examinations 
resulting in a prescription and a suggestion that the appli- 
cant see his family doctor or attend a public-health clinic; 
about 30 per cent require reference to a hospital or to a 
Veterans Administration clinic for readily diagnosed condi- 
tions of recent origin (for reference to the Veterans Admin- 
istration, these conditions must have their basis in a previous 
service-connected illness) ; about 40 per cent consist of chronic 
organic or emotional conditions. A detailed list of the types 
of problem, the interviewer, or the doctor to whom they 
should be sent (always with a provision for possible re-rout- 
ing) is used as a guide by a specially trained receptionist. 

As men come to the health unit from the main-floor recep- 
tion unit, the receptionist in the health unit takes a statement 
of the problem and fills out the face-sheet information for 
the record. Depending then on the nature of the problem, 
the veteran may be seen first by the doctor, by a trained 
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worker, or by a junior consultant. Each of these may com- 
plete the case without further consultation with the others. 
Over a period of time, working relationships have been 
achieved, so that the use of one another has become routine 
whenever indicated. All referring of cases to and all con- 
sultation with other agencies and clinics and their social- 
service departments are carried out by our case-work and 
junior case-work staff. 

This type of handling requires long experience in com- 
munity and inter-agency liaison, knowledge of the practices 
and requirements of other agencies, of fees, of Veterans 
Administration service-connected versus non-service-con- 
nected policies, and so on. The doctor’s recommendations 
to the case-worker, unless he completes the case, are in terms 
of problem and type of medical need indicated. The worker 
matches the resources with which he is familiar with the 
patient’s need. The handling of referred cases has been 95 
per cent effective, meaning that applicants received the help 
they needed. Where an applicant does not receive the help 
needed, he is called in for rediscussion or is re-routed to 
another clinic. 

This over-all procedure in the health unit has made it 
possible for all staff members to function within the areas 
of their greatest competence. The doctor limits himself to 
the medical phase, either dealing directly with the patient 
or in consultation with the case-worker. The trained case- 
worker deals with all difficult chronic cases, a high percentage 
of which turn out to be neuropsychiatric problems, and works 
out appropriate resources for treatment. The junior case- 
worker handles a greater volume, about three to one, involving 
uncomplicated references to clinics. 

This arrangement of volume to needs and to the skills avail- 
able permits the highest possible volume of cases while con- 
tinuing to assure service of adequate quality. While we pre- 
viously had the same set of skills in the health unit, there 
was considerable conflict among the staff as to its professional 
prerogatives. By approaching this from the standpoint of 
the most effective use of the skills available in relation to the 
kinds of demand for the service made upon this unit, we 
formulated the above framework. 
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Reference has been made several times to a follow-up pro- 
cedure as a means of evaluating the effectiveness of our serv- 
ices. Each counselor in every unit has been required to give 
follow-up forms to any veteran who is referred to an outside 
agency or resource. This has given us a constant check on 
the operation of our units, as well as the degree to which 
community agencies have been able to meet the problems of 
veterans referred to them. 

When this procedure was first established, it met with 
considerable resistance on the part of almost every unit 
except our case-work and health units. Or!y when each 
unit began to see the use to which they could put both posi- 
tive and negative returns did this material get woven into 
the center’s and the unit head’s supervisory job. The fear 
that the center was ‘‘checking’’ on the effectiveucss of indi- 
vidual counselors was not without foundation. But as each 
counselor became more responsible for the service he gave, 
this feeling decreased because, along with his greater 1espon- 
sibility, he was also taking on a sense of obligation to examine 
what he was doing. 

For the center’s community-relations unit, the information 
about the services the community agencies were giving set 
the basis for many mutually helpful discussions. Community 
agencies have at no time expressed any objection to this pro- 
cedure. Some have been frankly appreciative of the oppor- 
tunity it has given them in providing another supervisory 
means for insuring their own good service. These forms have 
been returned by veterans at the rate of about 35 per cent 
of the total number given out. Over a period of time nearly 
97 per cent of all returns have been positive in the sense 
that the applicant obtained the service for which he was 
referred. 

These are a few of the problems with which one large multi- 
function agency has been concerned and the solutions that 
were reached. As stated at the beginning, it has been our 
goal to make the widest possible range of services available 
to meet literally almost every social-service need of our appli- 
eants. In taking on this responsibility, we have attempted 
to view all needs in relation to the total personality make-up 
of the individual, seeking wherever possible to offer help for 
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the immediate as well as the secondary and long-range prob- 
lems of the individual. The philosophy of our staff training 
and our integration of agency functions has been to achieve 
sensitivity to the duality of cause and effect inherent in all 
problems. The components of emotional stress as they play 
a part in almost any area of adjustment, no matter how simple 
the symptomatic picture may seem, has been a primary con- 
sideration in our application of a mental-hygiene concept. 

In the operational phase, a threefold constellation of factors 
has been our guide: the needs of people, agencies and their 
function, and the skills of personnel. Through our constant 
search for the interrelatedness of people’s problems, a free 
interaction of resources, and a maximum use of professional 
skills, we believe that there has been a developing pattern 
of social-service effort. Some of the specific applications 
of the philosophy underlying our work are generic to the 
whole of our social-service endeavors. Professional and 
semi-professional disciplines have covered themselves with 
hard-earned individual achievement. The demands of people 
everywhere for these services call for the effectiveness that 
develops out of unity of purpose, method, and goal. 


There are many problems inherent in the processes 
described. These might have been given a more detailed 
examination, but, principally, it has been the purpose of this 
paper to suggest an orientation rather than to present a 
detailed analysis of the process. 





A NURSING COURSE AS AN AID IN 
THE REHABILITATION OF 
WOMEN MENTAL 
PATIENTS 


ELIZABETH L. NEIDER, R.N. 


Veterans Hospital, Coatesville, Pennsylvania 


N interesting experiment was conducted at Philadelphia 
State Hospital, Byberry, Pennsylvania, in the rehabili- 
tation of women patients who would soon be well enough 
to go home on trial visits. Through a volunteer worker, 
Mrs. Perey Madeira, Vice Chairman of the Home Nursing 
Committee of the Southeastern Pennsylvania Red Cross 
Chapter, and the medical staff at Philadelphia State Hos- 
pital, the decision was made that the American Red Cross 
home-nursing course is one of the courses that would lend 
itself to facilitating the period of adjustment from hospital 
life to home life by simulating actual home situations. The 
instructor selected to teach the course was a graduate regis- 
tered Red Cross nurse, with twenty years’ experience in 
psychiatric nursing, as well as a teacher’s degree from the 
University of Pennsylvania. 

Special permission to try the value of the course was 
obtained from National Red Cross Headquarters by Mrs. 
Ethel L. Taylor, Director of Nursing Activities of the South- 
eastern Pennsylvania Chapter of the American Red Cross. 

The first classes were held for fifteen weeks on Wednesday 
afternoons, from 2 to 4 p.m., in a classroom at Philadelphia 
State Hospital. Fourteen students who were selected by the 
medical staff started in the class, and eleven received Red 
Cross home-nursing certificates after they had successfully 
completed the course. Of the three who did not receive cer- 
tificates, two had to withdraw from the class on account of 
illness and one refused to attend the last five classes. 

The heterogeneity of the class group made it rather difficult 
to use the teaching methods suggested for use in teaching 
the Red Cross nursing course. Twelve of the women were 
white and two were Negroes. Twelve were of American, 
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one of Russian, and one of Polish birth. Seven were mar- 
ried and seven single. Prior to illness, seven had been 
housewives; the other seven included a typist, a clerk, a 
proof reader, a hospital attendant, a school girl, a factory 
worker, and a laboratory technician. All age groups, from 
the 13-19 year to the 60-64 year, were represented except 
the 45-49 year group, the greatest number—four—being in 
the age group 50-54. Educational experience, as indicated 
by number of years spent in school, varied from three years 
to fourteen years. 

As their hobbies, five of the women gave reading papers; 
three, reading books; three, needlework; and one each, art, 
music, and housework. As their reasons for taking the course, 
eleven stated that they wanted to be able to help care for 
ill members of the family; one wanted to become a nurse 
later; one thought it would be useful in everyday life and 
to others; and one felt that it was ‘‘progressive.’’ 

This was one of the first courses in Red Cross home nursing 
ever taught in a mental hospital in the United States, for 
the rehabilitation of patients in preparation for family and 
community life outside the hospital. No attempt was made 
to test or to check on the degree of mental deterioration 
of these patients by any psychological tests prior to these 
classes. 

The patients showed a marked improvement in their per- 
sonal grooming when attending classes. The anticipation 
with which they prepared for the next meeting of the class 
showed their interest in it. The members of the group were 
attentive in class and readily grasped the new skills that 
they were taught. Very little repetition was needed to 
develop an understanding of these skills in most of the class. 
As a group very little friction between their personalities 
was evident. 

Great interest was displayed in the subjects of proper 
nutrition, adequate rest, and personal hygiene, and the part 
that these factors play in the recovery of ill persons. Many 
of the questions asked on these subjects showed a keen 
insight on the part of some of these patients into illness 
and how to help one’s self in recuperating from an illness. 

Reading assignments were difficult to use with the whole 
group, because of the great differences in age and education. 
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One member of the group had taken a course in Red Cross 
home nursing in high school and had retained most of the 
skills taught her. All students were assigned to some 
activity, such as caring for equipment, cleaning and setting 
up the classroom, and putting away equipment after class. 
All the assignments were carried out well under the super- 
vision of the instructor. Most of the class took just pride 
in the good work that they did. 

A slight deviation from the usual class routine was adopted 
and found to be very effective: a rest period of twenty 
minutes was given between the first and the second hour 
of class, in which refreshments were served, and this resulted 
in better attention during the second hour of class. 

The standard course was taught. The equipment was 
planned to simulate as far as possible home conditions. 
Trays, bedside tables, and back rests were improvised out 
of cardboard cartons. The evaluation of the teaching 
methods used was determined by each student’s giving a 
satisfactory demonstration of a nursing skill assigned to 
her. It is felt that this course was effectual, to an extent, 
in the rehabilitation of members of this class, as several of 
the women are now at home on trial visits. 

An effort was made by the instructor to obtain assistance 
in developing or devising some means of evaluating the 
teaching methods and the results of this experiment. At 
the University of Pittsburgh, Miss Ruth M. Jones, R.N., 
gave her time and valuable assistance. A social-adjustment 
test was suggested to use in testing the amount of rehabilita- 
tion accomplished by these classes. The Babcock-Levy test 
was to be used to test the degree of mental deterioration 
of each member of the class. This test was to be conducted 
before the classes started and again when they were finished. 
This is a vocabulary test that requires much personnel and 
time to give. 

Mr. William Ecchner, psychologist of the Philadelphia 
State Hospital, gave the Shipley-Hartford test to a group 
of patients who were selected to take the next series of classes 
of the Red Cross home nursing to be conducted at the 
Philadelphia State Hospital. This test will be repeated at 
the end of three or four months to determine if any improve- 
ment or deterioration has occurred in mental age, vocabulary 
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age, abstraction age, or in the conceptual quotient of these 
patients. 

More exact data were obtained on this group than on the 
members of the first class. Twelve started the course, and 
eight finished it and were given Red Cross home-nursing pins 
and Red Cross home-nursing certificates. Of the four who did 
not complete the course, two went home before it was com- 
pleted and two were too ill to finish it. 

The homogeneity of this group is just as marked as the 
heterogeneity of the first group. All twelve were white and 
all were Americans. Nine were single, three married. Prior 
to their illness, three had been factory workers, two wait- 
resses, two clerks, two houseworkers, and one a student; two 
had had no occupation. One was in the 15-19-year age group; 
two in the 20-24; five in the 25-29; and one each in the 
50-54 and the 60-64. Educational experience ranged from 
three years of school to twelve years. One, in addition to 
ten years of school, had had a year and a half of nurse’s 
training. 

The hobbies prior to illness were reported as reading news- 
papers and magazines in seven cases, reading books in four, 
and reading music and history in one. Eleven of the twelve 
gave as their reason for taking the course their desire to 
be able to care for ill members of their families; the twelfth 
was taking it because she was ‘‘interested in health.’’ 

Four of these patients had been in the hospital for nine 
months, one for seven, one for six, two for five, two for 
four, and two for one month. 

In the second group, Unit Il—Care of the Mother and 
Baby and Family Health—was taught before Unit I—Care 
of the Sick. Classes were held for two hours twice a week in 
the morning and in the afternoon for six weeks. The young 
women in the class were quite interested in the care of 
mother and baby. The teaching methods were different from 
those used in the first class, in that each patient was given 
an individual assignment which she carried out alone and 
then she began gradually to work with the group on assign- 
ments. The women worked together congenially and adapted 
themselves very well to learning the skills taught. Much 
tact had to be used to guide the lessons along the lesson 
plan so that the desired work could be covered. The same 
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plan of an intermission and refreshments between the first and 
the second class hour was adopted to relieve any tiredness 
or restlessness of the group. In this way the attention of 
the group was maintained throughout each lesson and the 
entire course. 

Unit I—Care of the Sick—with its group work, helped some 
of the more social patients to work with the group congenially. 
When asked to act as patient for the rest of the class, the 
one chosen was honored. Very little repetition was neces- 
sary to teach these skills to the group. Praise was given 
to all who learned a skill and returned the demonstration 
correctly. Many visual aids were used and very few reading 
assignments were given. 

Evaluation of the teaching methods used and of the amount 
of material learned by the group was determined by assign- 
ing each student a nursing procedure to carry out, which 
she did competently and easily. Much emphasis was placed 
on improving personal appearance and correcting faulty 
habits of nutrition, sleep, and work. Improvement was noted 
very quickly in these patients. They enjoyed the class. One 
member stated, ‘‘This is just as if we were home the day 
each week in which you come here to teach us how to act 
at home.”’ 

At closing-day exercises for the classes, each student who 
successfully completed the course was awarded a Red Cross 
nursing pin and a Red Cross home-nursing certificate. Rep- 
resentatives from the Southeastern Chapter of the American 
Red Cross of Pennsylvania, the medical staff of Philadelphia 
State Hospital, the nursing staff, and the ward personnel 
were present, much to the delight of the patients. The 
informality of singing and refreshments, minus long speeches, 
helped to make the occasion a big success. 

On February 23, 1947, the Sunday Philadelphia Bulletin 
published a story about this class. This also seemed to add 
to its therapeutic value, as the members felt they were being 
given recognition for their efforts. The more cheerfui out- 
look of a member of the class who had completed her work 
is shown in a letter written later to the instructor, in which 
she stated, ‘‘I received my Red Cross home-nursing cer- 
tificate, of which I am very proud. My family is very pleased 
that I have completed the course and is praising me for it.’’ 
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Much work remains to be done for psychiatric patients, 
but this seems to be a step in the right direction toward their 
rehabilitation by using situations that simulate work and 
living situations in family and community life, so that the 
patient is taught to readjust himself to these situations 
satisfactorily. 

Really to evaluate the results of this work, a follow-up 
study of patients’ satisfactory adjustment in the home and 
in the community must be made by a social-service worker 
or a visiting nurse, to see whether the women are applying 
their learning in their homes. If they are found to be socially 
and mentally adjusted to life in the community, the course 
in Red Cross home nursing may be used as a valuable aid 
in the rehabilitation of women psychiatric patients, justifying 
the amount of work and the expense involved. 

Much of the success of this program at Philadelphia State 
Hospital can be credited to the excellent codperation of the 
superintendent, Dr. Sielke, and members of the medical staff, 
Miss Edgar and members of the nursing staff, and the ward 
personnel at the Philadelphia State Hospital. The interest 
and assistance given by Mrs. Percy C. Madeira and another 
volunteer worker, Miss Helen Eden, Vice Chairman of the 
Home Nursing Committee of the Southeastern Pennsylvania 
Red Cross Chapter, combined with the valuable assistance 
of Mrs. Taylor and Miss Collins, of the Nursing Staff of 
the Southeastern Pennsylvania Chapter of the American Red 
Cross, contributed greatly to the success of the program. 
It is hoped that, with the codperation of more trained work- 
ers, this program can be used as an aid in the rehabilitation 
of women psychiatric patients for return to the community 
as useful members of their families and of society. 





TALKING TO A CHILD 
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HEN introduced to a five-year-old child, many well- 

meaning and interested adults show the unmistakable 
signs of uneasiness observable otherwise only when a well- 
fed man is confronted with a tiger on half-rations. Time 
and again we have been amazed to see how inept many other- 
wise competent people become when they suddenly encounter 
a live young child. 

For the past few years it has been our pleasure and our 
responsibility to have the care of a young nephew of pre- 
school age and of more than ordinary attractiveness to school- 
marms, store clerks, waitresses, college professors, and lively 
college-student baby-sitters; and because much of our time 
has been spent in an almost exclusively adult world, our 
experiences with problem adults have been wide and varied. 

We have so often watched an adult meet our family group, 
at home or in some public place, only to have the entire 
meeting end in a social fiasco through no fault of the child, 
that we have come to realize that a double educational pro- 
gram is necessary: not only must a child be trained to meet 
other children and adults gracefully, but a great many adults 
need help in meeting and talking with children. 

Mutual panic, however, is but one of the many problems 
encountered when a child is introduced to an adult acquaint- 
ance. Far more insidious than those who are struck speech- 
less when confronted with so unfamiliar a phenomenon as 
a young child are the garrulous adults whose long reaches 
of memory into their own childhood days have grown dim 
and romantic. They insist upon taking over the whole show 
from the moment they cast their eyes upon ‘‘the little 
darling,’’ toy with the delicate parent-child relationship for 
a moment, and then flounce off, leaving us with a youngster 
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who requires an hour of heavy handling before he becomes 
a reasonably civilized creature once more. 

It has come to be no unusual experience for us to be 
sitting in a restaurant during a meal with everything quite 
under control, only to have some well-meaning stranger walk 
up, ruffle the child’s hair with a loving hand, make sundry 
remarks as to where he got his lovely curly hair, what beau- 
tiful brown eyes he has, what perfect manners, and so on— 
with half of the people in the room beaming approval—and 
then, well satisfied with her work of destruction, walk out. 
Before this session of appreciation, we were enjoying our 
food and each other’s company. Now the well-behaved boy, 
who had been taking a healthy interest in his food and in 
his surroundings, has been transformed into an excited show- 
off, and the rest of the day is on precarious ground. 

We have had our friends, and even total strangers to 
whom we had just been introduced, anxious to show their 
sincere interest, suddenly grab the child by the hand and 
lead him into the nearest drugstore to buy him an ice-cream 
cone, while we, not wishing to be rude, miss our street car 
and our appointments, to say nothing of having the youngster 
emerge with messed clothes and a ruined mealtime to come. 

We have known others to carry a liberal supply of candy 
or gum in their pockets to give to the youngster the moment 
they see him. ‘‘Go on and eat it. Your aunt won’t mind!’’ 
They seem to assume that it is possible to gain a child’s 
affection by training him, like a horse, to come for a lump 
of sugar. 

What, then, you ask, should an adult do when he meets 
a youngster? Good adult behavior in the company of a 
child is far more conspicuous for its absence than for its 
presence. If an experienced adult greets a friend who is 
accompanied by a child, the youngster is recognized as part 
of the group, but he does not dominate it and, after the 
meeting, he should not require special handling. 

Above all else, remember that when you meet a child you 
are meeting a person with definite rights as an individual. 
He is not a toy or a thing. Remember this, and address 
the child as a person. Don’t stick your thumbs into his 
ribs to make him hysterical. ‘This kind of romping, although 
it has its place in intimate child-adult relationships, is diffi- 
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cult to keep within reasonable limits, for it usually is impos- 
sible for the excited child to recognize just where the socially 
acceptable boundary of such activities lies. He becomes 
quite unable to stop, with the result that what you have 
started as innocent fun almost invariably changes the 
youngster into an irritating nuisance who persists in inter- 
rupting your attempts at conversation with his parents, the 
ultimate end being, almost inevitably, punishment for the 
child. At best, such skillful handling is required to keep 
activity of this sort within bounds and so long a period is 
needed to resettle the child into his normal course that horse- 
play has no place in casual meetings. 

Don’t talk baby talk! In spite of the fact that you know 
better, you probably do it more often than you think. It 
is an insult to any one to be taunted with his own imperfect 
speech. The child wants to learn your way of speaking, not 
to see how well you, a grown-up, can imitate and mock his 
infantile pronunciation. 

Don’t try to be silly. When confronted with a child, most 
adults are silly enough, without deliberately using silliness 
as a form of entertainment in an attempt to cover their 
own real inability to deal with the situation. Say what 
you have to say to the youngster, and then stop. 

When you meet an adult with a child, it is probably best 
to address your first remarks or greetings to the adult. 
Then turn to the child, say a few words of greeting, and, 
if you wish, ask about some activity of interest to him and 
wait for his reply; then turn to the adult and say what you 
have come to say. Sometimes it is possible to say to the 
youngster that you want to talk to his mother for a few 
minutes now and that you hope some time to come for a 
real visit and talk to him about all those other things. Do 
not try to carry on a double, parallel conversation with both — 
adult and child at the same time, interrupting each alter- 
nately. But, whatever you do, don’t try to ignore the child. 
It is discourteous, and with most children it simply can’t 
be done. He will go through his entire repertoire of tricks 
to gain at least some little attention. 

No matter what your relationship with the child may be, 
never forget that he is under the care of the parent or other 
regular guardian. This adult is responsible for the behavior 
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of the child and for his routine and he, therefore, must be 
in full charge. It is a gross unkindness to subject a child 
. to divided authority. ‘‘Never mind what your mother says. 
Here in my house you may do so and so.’’ Never have 
words caused more ill will between adults, particularly 
between parents and grandparents. And never have they 
been more disturbing to the child, since he now no longer 
knows which voice to obey. In dividing his source of author- 
ity, you give him an opportunity to disobey with temporary 
impunity, but at the same time you are loading his con- 
science with a sense of guilt for doing something that he 
knows to be wrong or that at least does not have his parent’s 
approval. It is easy to say, ‘‘Ask your mother if you may,”’ 
and it pays dividends in parental good will. 

Most parents are sincerely concerned about their child’s 
welfare, and the restrictions that they place upon the young- 
ster’s activities are designed to protect his well-being. What 
seems to you an unreasonable prohibition may have been 
proven to them by bitter experience to be an essential safe- 
guard. Most parents recognize, too, that occasional varia- 
tions in routine or well-chosen treats are not only permis- 
sible, but desirable, and they are glad to allow the child 
as much freedom as they believe he can enjoy without serious 
unpleasantness now or later. ‘‘Here is some candy for you. 
Ask your mother whether you may eat some now or whether 
you may take it with you,’’ respects both the personality 
of the child and the integrity and authority of the adult who 
is responsible for him. 

All this, however, does not mean that you need to talk 
down to a child. Speak to him at his own level of under- 
standing about things that interest him and in terms that 
he can comprehend. Talk about things that he has done or 
" that he likes to do. Direct attention, not at the child himself, 
but rather at his interests or activities. 

Particularly, in evaluating and commenting upon his work, 
his drawings or coloring, his efforts at carpentry, his attempts 
at writing, or the music that he has played or sung for 
you, it is always well to focus his attention upon what has 
been done, not upon how well he has done it. An honest piece 
of work, at any level of accomplishment, deserves honest 
appreciation ; and comments upon the work or upon the object 
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leave the child free to participate in the activities at hand 
or in the conversation, instead of forcing him into bashful 
and self-conscious silence. 

Do not embarrass a child by criticizing him for something 
beyond his control. ‘‘Why didn’t you come to visit me 
as you promised?’’ when the visit or non-visit was not of 
the child’s choosing, is an unkind question that can have 
no answer. Nor does the mere fact that you have once given 
the child a present entitle you to the réle of inquisitor. In 
any event, a question like ‘‘Why aren’t you wearing the nice 
sweater I knit for you?’’ should be addressed to the parent, 
not to the child. 

If the youngster is being deprived of some privilege or 
is on punishment of some sort, your direct sympathies with 
him—at least an open expression of them—are out of place. 
Don’t tell him that his dad and mother are mean to him, 
thus dividing his loyalty when it already is at low ebb. If 
you must comment, remind him that he wants to grow up 
to be a pleasant, happy person and assure him that his 
mother punishes him only because she likes him and is anxious 
for him to grow up to be a fine boy. This attitude must be 
your reaction before the child even if you disagree with 
the parent as to the desirability of her procedure. If you 
feel strongly on the point and are not afraid to encounter 
an irate parent, later and in private discuss the problem of 
punishment with the parents—but never in the child’s hearing. 

Whenever you have anything to say to the parent that you 
don’t wish the child to hear, don’t attempt—ever—to discuss 
it in the youngster’s presence. Even though he seems 
absorbed in his play, don’t be so foolish as to think that you 
can talk about him, even in a foreign language, without his 
realizing that he is the subject of conversation. Even to 
a dull child your gestures, significant looks, and tone of voice 
will be revealing; and if the child is bright, he probably 
will understand the tenor of the conversation as well as 
the adult to whom you are speaking. Even worse, he may 
not quite understand your meaning, and will then fill in details 
from his own vivid imagination and fears. Half-understood 
ideas and misinterpreted terms have been a source of seri- 
ous worry to many a young child, particularly since even 
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the most fortunate youngster usually has some phase of life 
in which he feels dangerously insecure. 

When the child is ill or when he has been hurt, it becomes 
doubly difficult and triply important to keep conversation on 
a matter-of-fact basis, sympathetic, but casual. Sympathy 
does not require violent expression of emotion or sentimen- 
tality. Remember, too, that the adult’s attitude is all- 
important in determining the child’s reaction to his injury 
and in preventing the arousal of fear which can increase 
pain to the point of terror. Because of his limited expe- 
rience, the child evaluates his injury or peril primarily by 
watching and copying the reactions of those about him; and 
hence by poorly chosen expressions of sympathy or by invit- 
ing him to recite and re-live all the sad details of his trouble, 
you actually increase his pain. How often one hears, ‘‘Oh, 
dear! Oh, dear! How did you bang up my little sweetheart 
like that? Tell me. How did you do it?’’ How seldom, 
‘*Well, you had a little bump, didn’t you? I see you have 
on a nice clean white patch.’’ And rare, indeed, is the adult 
who has the good sense to drop the subject at this point 
and casually introduce some more absorbing topic of 
conversation. 

Children learn by observation of good procedure and cor- 
rect adult behavior more than by precept or by being forced 
into embarrassing situations. If, when he is introduced to 
you, a child is shy and does not come out from his corner 
or from behind his mother, he cannot be forced and probably 
should not be coaxed. If you simply go through your own 
part of the introduction casually and permit the child to 
respond in his own time, he will probably soon lose his shyness 
and an all-around pleasant relationship will follow. 

A philosopher once said that, when dining, it is best not 
to talk overly much about how one should eat, but just to 
eat as one ought. It would be well if this principle were 
observed more generally in our dealings with children. Do 
not constantly tell them how to do this or that, but do wou 
do these things as you would have them copied. 

Children can be fun. They can be a pleasure to them- 
selves and to all they meet. They can also be a source of 
embarrassment and annoyance, of humiliation and man’s 
deepest grief. Children respond to all the examples they 
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see. They want, earnestly, to learn to live in an adult world; 
they look up to all grown-ups, therefore, to teach them how 
to achieve this goal. Most adults, we believe, have the neces- 
sary consideration and willingness to help. With a little 
thoughtfulness they can also acquire sufficient skill in child- 
adult relationships, so that this learning can take place 
easily and effectively ; and the process will then be a pleasure 
both for themselves and for the child. 

Although the major responsibility for child care and train- 
ing unquestionably rests upon the family, it is, nevertheless, 
the inescapable responsibility of every adult, simply because 
he is an adult and a one-time child, to do all that he can 
to help each child he meets in his effort to achieve maturity. 





REMARKS ON THE INTERNATIONAL 
CONGRESS ON MENTAL HEALTH * 


M* Artuur H. Bunker (Vice President and Chairman 

of the Executive Committee, Lehman Corporation, New 
York City): The first speaker to-day is an associate pro- 
fessor of psychiatry at Cornell Medical College. During the 
war, he concerned himself very greatly with the difficult 
problem of rehabilitation and reintroduction to life of the 
military man who was a dischargee from a mental institu- 
tion. After the war, he devoted himself to other phases of 
the rehabilitation question and the vocational adjustment of 
people who had been dismissed from mental hospitals. 
Dr. Rennie. 

Dr. Tomas A. C. Rennie: Mr. Bunker, General Eisen- 
hower, distinguished guests, and gentlemen, in London in 
August of this year, a group of scientists will meet for ten 
days at an International Congress on Mental Health. It is 
to tell you a little about it that we are here, and we hope 
that we will enlist your interest and support in it. 

Now this is a unique kind of venture, a unique scientific 
gathering. There probably has never been anything like it 
before in the history of science, because delegates from 47 
nations will come together at that time with the desire to 
share ideas, to get down to fundamentals on what we can 
agree upon that is significant for mental and personal health, 
to map out blue prints for action, and possibly to spearhead 
desperately needed activities in this vast area. 

Now, these will not be psychiatrists alone. There will 
be all kinds of people who are interested in mental-health 
matters. There will be social workers, psychologists, teach- 
ers, and educators ; there will be nurses; there will be employ- 
ers and industrial experts and the clergy. It will be a joint 
meeting of all people who have a stake in mental heaith, 
and it is anticipated that some 2,000 people will meet in 
London for this congress. 

* Delivered at a luncheon given by the International Committee for Mental 
Hygiene, May 5, 1948, at the University Club, New York City, in support of 
the International Congress on Mental Health, held in London in August, 1948. 
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Again, this is not an ordinary kind of scientific meeting. 
It will not consist merely of ten days of reading papers or 
presenting scientific research. There is a vast amount of 
preparation already under way for this significant congress. 
In this country, for example, there are 180 groups at work 
now, and they have been for many months. There will prob- 
ably be another 100 such groups working in the other nations. 
And what are they working on? The following things: 

They have sat down together, these people from many dis- 
ciplines—they are thrashing out their conceptions of what 
is basic in such matters as: What has war done to children? 
What constitutes wise rearing of children in order that they 
may grow into emotionally stable adults? What is group 
prejudice? What are its laws and how does it operate? 
Why do we have hatred of minorities? Why do we have 
misunderstanding among peoples and states and nations? 
What light can we from our special sciences throw on inter- 
national relations? What is the réle of the worker in industry 
and what is its relationship to mental and emotional stability? 
These and literally dozens of other topics are being carefully 
and thoughtfully explored now. Im addition, three weeks 
before this congress, there will go to London one delegate 
from each nation, to work at sifting and sorting, studying 
and preparing conclusions, which will then be presented to 
the entire congress. 

Let us look briefly at one aspect of this kind of delibera- 
tion—that which has to do with the emotional status of the 
average worker in industry. It is reliably estimated that 
every family in this country has one or two people employed. 
That means that from fifty to sixty million human beings 
are regularly employed in occupations that either do or do 
not supply some kind of emotional satisfaction. Now, so 
significant a thing as a job in the life of a human being 
is obviously important not only for his own emotional well- 
being, but also as it reflects on the happiness of his family; 
hence it is important to society in general. Any area of a 
man’s life that takes so large an amount of time out of 
his life as his job does throughout so long a period of his 
lifetime is obviously of profound significance for his mental 
well-being. While it is true that the worker takes with him 
into the job the problems that originate outside it, it is 
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equally true that the circumstances under which he works 
are of profound significance for his well-being. 

Now, in our democratic and capitalist society, industry 
operates on a particular principle—namely, that materials 
plus technology plus the worker plus management enable 
us to produce goods at lowest cost and henceforth result in 
a higher level of living for all. The second law is that the 
value of goods minus their cost of production equals profits. 
With our particular genius, we have solved every aspect 
of that law except one, and that is the worker-management 
problem. It seems to many people looking on from the out- 
side, and to many from the inside, that our handling of the 
worker-management problem is on a pre-scientific level. We 
have failed, therefore, to understand or to solve this vast 
problem of human engineering. There is no reason to believe 
that if with our genius and intelligence we can solve the 
technological problems, we cannot also solve this problem 
in human relations, if we devote the same amount of energy, 
thought, and study to it. 

Some solution is significant for a number of reasons. It 
is reliably estimated that somewhere between 20 per cent 
and 40 per cent of all workers in all industry will at some 
time in their lives, however brief or long, be unable to stand 
up to the physical or the emotional stresses of their job 
situations. It has been reliably estimated that 70 per cent 
of all human beings who fail in jobs do so, not because of 
lack of intelligence or aptitude, but because of emotionai 
handicaps that get in the way. It has been clearly and 
reliably estimated that from 30 per cent to 35 per cent of 
all workers are suffering primarily from emotional dis- 
ability. Conclusions are obvious. Where one has so large 
a segment of emotionally unhappy people, obviously we are 
going to have discontent, strife, lack of understanding, and 
absenteeism. We are going to have that interesting group 
of people who regularly have accidents. In 1941, for example, 
it was estimated that four million people in this country in 
industry suffered either a serious accident or death. It 
has been said that 80 per cent of such accidents are pre- 
ventable; it has been said also that 50 per cent of them are 
primarily motivated by emotional forces in the individual 
who suffers the accident. 
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These considerations, therefore, are, as you can well see, 
significant and important considerations. Now, if we had 
no pattern for an attempt at their solution, we might talk 
in vain about them. But these same kinds of emotional situa- 
tion existed in military life, and it was soon found that a 
few simple things made a world of difference in the morale 
in the military situation. Where good morale existed, men 
did not break down so easily, and, conversely, where poor 
morale existed, the incidence of emotional breakdown was 
high. Military leaders discovered that morale is well sus- 
tained when the officer cares about the individual man under 
him, that morale is enhanced when a man’s aptitudes are 
carefully studied and tested and when some kind of job- 
fitting process is carried out to permit him to function at 
his maximum level. They found that morale depends on 
such factors as a sense of group cohesiveness, a feeling of 
belonging to the same team. These are factors that can be 
created. 

It was very interesting that in Great Britain after the 
war they took those officers who had had experience in edu- 
cation and counseling in the military and put them back into 
the industrial situation—gave them a specific job to educate 
foremen to carry out group discussions within industry— 
taking time from the work hours, with the knowledge of 
management, to let these men talk out all kinds of things in 
a free situation. As they progressed with so simple a pro- 
cedure as attention to the individual needs of the man, produc- 
tion increased; morale was appreciably heightened. 

Now, this is only one pattern of material that will be dis- 
cussed and thrashed out. There are groups preparing further 
material on this subject now. I can tell you with all con- 
fidence that this congress has a unique opportunity to bring 
scientists together from many countries for a sharing of 
information among themselves, and an opportunity for them 
to get to know and to understand the needs of different people. 
It will lead to the formulation of very specific principles that 
deal with the emotional and mental well-being of people. 

Perhaps more significant in terms of action, it will lead 
to the formation of a World Federation for Mental Health. 
This World Federation will then make application to the 
World Health Organization and U. N. E. S. C. O. to be the 
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official consultative voluntary agency in the field of mental 
health. We have, therefore, a method of implementing our 
work. This is not only talk. This has promise of effective 
action. 

It is for these reasons that I have the temerity to say to 
you: This is a significant adventure that concerns you as 
well as it does the professional workers in the social and 
psychological sciences. Before Dr. Menninger and the others 
get through, I hope we shall have enlisted not only your inter- 
est but your warm support. 


Mr. Artur H. Bunker: The next speaker has devoted all 
of his money and his life to the problems revealed. He has 
received all the academic honors that come from that field 
of work. He is at the moment President-Elect of the Ameri- 
can Psychiatric Association, and President of the American 
Psychoanalytic Association. Some twenty or twenty-five 
years ago he and his brother started a clinic which now has 
a national and an international reputation—the Menninger 
Clinic. 

When the war broke out, Dr. Will Menninger, here, became 
a brigadier-general and was placed in charge of all neuro- 
psychiatric problems for the army. He was able to change 
methods of treatment to make them more expeditious; he 
was also able to keep pace with the body of available scientific 
knowledge as to those problems. That in itself was a great 
achievement. 

As soon as the war was over and General Bradley was 
put in charge of the Veterans Administration, he asked the 
two Menninger brothers if the Menninger Clinic would assist 
the Veterans Administration in making the Winter General 
Hospital at Topeka a training center for the urgently needed 
additional psychiatric and ancillary personnel. As a result, 
to-day the Winter Veterans Hospital has become one of the 
most outstanding psychiatric training centers in the world. 
Dr. Menninger. 

Dr. Wri11am C. Mennincer: Mr. Bunker and gentlemen, 
I am always glad of a chance to take on the tough assignment 
of trying to talk about the professional field of psychiatry to a 
group of people who I assume may be skeptical. I am aware 
of the fact that psychiatrists are often conceived of as long- 
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bearded, strange birds who may be reading your mind and 
who are suspected of proposing some new ‘‘phony’’ idea. 
As a matter of fact, it is not generally known, even to many 
intelligent people, that psychiatrists go through the whole 
gamut of training in medicine and surgery before they come 
to the field of mental health. Traditionally, the job of the 
psychiatrist for many, many years had been pretty largely 
limited to diagnosis and treatment of mental ill health. Within 
the last few years, however, that concept has materially 
changed, in part because of the wide acceptance and recog- 
nition of psychiatry on the part of the public. The viewpoint 
of the public has changed to recognize that how one feels is 
important and that emotional factors in adjustment are 
extremely important. Psychiatry to-day is concerned with 
how people think, feel, and behave. When the thoughts or 
attitudes or behavior become damaging to the individual 
or to the environmental situation, the problem becomes the 
object of our special interest. 

We in the army became aware that one out of every eight 
men who came to the draft board had to be rejected for 
mental illness. The military forces were naturally reasonably 
alarmed when we faced the fact that out of our total losses 
of man power in the army, more than 50 per cent were for 
personality disorders. If we add the losses in the navy, 
700,000 men in one year were lost from military service 
because of personality problems. The armed services had 
to take cognizance of this terrific loss and do what they could 
about it. We face the fact now that 62 per cent of all patients 
in the veterans hospitals are there because of psychiatric 
problems. 

Of course we wonder why this has come about. Why did 
it come about? Was it a strange and new phenomenon? The 
fact remains that we cannot assume that it was a strange 
phenomenon. We know that the same thing happened in 
the other armies. We have definite figures that are very 
comparable to our own, to show the same mental and emo- 
tional disturbances in the army of the U.S.S.R. It only leads 
to the obvious conclusion that the emotions men have are 
the same in Russia and in America. If we could under- 
stand these emotions and how to deal with them, we could 
feel we were getting somewhere. This situation that we 
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found in the military service, of course, was accentuated by 
the men’s being in the armed forces and in the stress of 
actual combat, but the same types of emotional disorder con- 
stitute a major problem in civilian life. We must face it. 
I am not an alarmist about it; it is much more practical to 
get the facts and make aggressive, deliberate efforts to correct 
the situation. 

I mean specifically that half our hospital beds in America 
are devoted to mental illness. That fact is often amazing 
and surprising to a group of laymen. Statistically, about 
50 per cent of all patients who go to doctors have emotional 
problems. These are expressed not only in attitudes and 
behavior, but in physical symptoms—in the heart, the limbs, 
the stomach, or the aching back. There are many, many 
evidences that we live in a sick world. We have hit an all- 
time record of crime which is costing us about ten billion 
dollars a year in this country. We have an increasing amount 
of delinquency in every community in the country. We know 
that our divorces have doubled inside of six years—whatever 
that means. If we are going to face unpleasant and dis- 
agreeable facts, many Americans make other Americans 
extremely unhappy by discrimination and prejudicial prac- 
tices. We know that the housing situation is making approxi- 
mately three million families live doubled up at the present 
time—and in terms of mental health that is taking a toll. 

We cannot ignore these facts because they are there. We 
wish we knew why, from a scientific psychological standpoint, 
these things occur. If this sorry state of affairs occurred 
in business, there would be an indefinite and unlimited amount 
of research done about it. Actually, for every dollar spent 
in medical research, four hundred dollars is spent in indus- 
trial and business research. If we limit the figure to research 
in the field of mental health, three cents is spent for psy- 
chiatric research for every four hundred dollars spent in 
industrial research. 


What does it mean? We have learned to annihilate space, 
we know how to wipe out whole cities, but we have not learned 
how to get along with one another. Our technological advances 
are so far ahead of our social advances that we must expect 
these emotional maladjustments and disharmonies to increase. 
You and I know that even our college youth to-day do not 
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know whether they are going to be in college next year; that, 
too, is taking its toll. I don’t think any one of us can be 
free from the feeling of unrest and unhappiness as it exists 
in the international situation. We cannot ignore the fact 
that it causes stress for many people. 

I remember hearing General Eisenhower, on a previous 
occasion, say, ‘‘No one can win a war any more; everybody 
loses.’’ It is a valid question whether, if we have another 
war, civilization may not even be wiped out. We must learn 
a lot more about ourselves. Other people have got to learn 
about us and we have got to learn about them if we are to 
make progress in improving human relations and interna- 
tional codperation. 

This London congress is an heroic effort in trying to pool 
our scientific information about why we behave and act as 
we do. One of the points of special interest is the possi- 
bilities in the prevention of war. We know from experience 
that if we can get good people together and have them sit 
down across the table and talk about problems, we can 
straighten out lots of difficulties if those people have con- 
victions based on knowledge. This congress is based on that 
assumption. One of the hopes is that maybe we can come 
up with some new ideas and approaches. God knows we must. 
We have tried other ways. The world is further behind than 
it was at the beginning of the last war. This is another 
chance. We have got to work out solutions; if we don’t, then 
we are sunk. War begins in the minds of men. Social, eco- 
nomic, and political factors enter in, to be sure—but it is 
the way we think and millions of other people think that 
is going to make a war or prevent one. Are we going to 
be able to prevent a war? One of the main objectives of 
this conference is an attempt at that problem. 


Mr. ArtHur H. Bunker: Our next speaker needs no intro- 
duction here or anywhere. General Eisenhower. 

GenerRAL Dwicut D. Eisennower: After two such erudite 
discourses, anything I have to say can scarcely be considered 
more than punctuation marks. But I should like to start 
off by saying that my interest in this movement is evidenced 
by the fact that I have had this date on my calendar ever 
since I first heard of the effort to hold the luncheon. And 
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I assure you that if any one of you wants to get into a new 
world and become busy and somewhat bewildered, just 
attempt to become a freshman college president and then 
see if you have time to go to many luncheons. 

It is possible that out of war experience I can bring to 
you, though, a few practical examples of what happens to 
us if we neglect this great field of endeavor that has just 
been explained to you by these two speakers. In the late 
fall of 1944, we became desperate for replacements for the 
infantry divisions on the Western Front. We were informed 
that this was because, in the previous summer of 1943, the 
United States had not been able to fill its draft quotas. We 
were reduced to desperate measures. We had to go through 
our entire service of supply and take out many men occupy- 
ing key positions, but because they had healthy bodies and 
minds, we had to attempt to retrain them in a few weeks to get 
them into the battle line. We combed the air forces in the 
same way. 

The United States, which we were accustomed to think of 
as an unlimited reservoir, could not produce enough men. 
Yet at the same time we were told about the hundreds of 
thousands of men who had been rejected for mental defi- 
ciencies. I am told that by the end of the war two million 
Americans had been rejected for these mental deficiencies. 
These two facts certainly bring out this: The man power 
of the United States is not inexhaustible. It is one of our 
most treasured assets and one that we must do our utmost 
to maintain, if we are going to do anything about a future 
crisis and future emergencies. 

I think this problem was emphasized to me in a most 
dramatic fashion in visits to the front, and later to the rear, 
to hospitals of particular types. There is no American who 
can visit the front lines—and I know some of you gentlemen 
have—without coming away with a deep sense of humility 
at seeing young Americans, unshaved for a week, blue, cold, 
muddy, unkempt, undergoing everything with an uncomplain- 
ing smile or a grin or a wisecrack when you come around, 
saying, ‘‘Everything’s all right in the First Division, Gen- 
eral. Don’t worry about us.’? One comes away with the 
feeling that the young American can do anything. 

Then you go to the hospitals in the rear for the psycho- 





INTERNATIONAL CONGRESS ON MENTAL HEALTH 647 


neurotic cases. There you find young men who are at least 
all right in their outward appearance—they are cleaned up, 
shaved; they look strong. Why is it those hospitals are over- 
flowing? I remember my first shock was when I came on 
this problem definitely at the first camp I visited, where 
there were 6,000 young Americans, there for mental defi- 
ciencies. They couldn’t take the front lines. 

To touch on a point that was made earlier, about the 
value of direct human contact—dealing with each man as 
an individual, twice in the war after I had sat on a young 
fellow’s bed, joking with him and putting my hand on his 
shoulder, he said, ‘‘General, get me out of here. I want 
to join my outfit.’’ Apparently it was the first time in his 
life that a man had taken the necessary time and made the 
effort to treat him as a human being and talk to him about 
his own problem. And then he said, ‘‘General, I want to 
get back and join my outfit.’’ 

You must not think of these people as just some sort of 
unfortunates wandering on the docks in New York—or 
wherever it is one roams in New York—you understand, I 
don’t know. They are not—they are people like you. I saw 
a major general, one of the finest athletes of his time, one 
of the most brilliant men of his time, definitely break—and 
he broke because he could no longer sustain the responsi- 
bilities, the agonies of combat. As a matter of fact, I saw 
more than one, finally, but this one was a special case, where 
the man could not talk to me without shaking in a violent 
manner. 

Later, after the war was over, we were astonished, as 
we went about Europe, at the lack of information about 
America in those countries. Of course, late information 
from America was denied them by the Nazi-controlled pub- 
licity, and that was understandable. But to go back to the 
most significant parts of our history, we found Frenchmen 
who had never heard of Lafayette. We found intelligent 
British officers who asked me, ‘‘ What was this war of 1812?’’ 
Significant facts in our history are often absolutely unknown 
to them because they were not important to them, although 
they were to us. Likewise, there are many facts of their 
history—although not in any such degree—unknown to us. 

Going on the theory that a man is most frightened by 
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what he doesn’t see, and of the unknown—we are all fright- 
ened of the dark—it was easy for us to find the old truism 
that if all the people of the world understood each other, 
there would be no danger of future war. And I do believe 
that now. 

These gentlemen who talked to you to-day are trying to 
find out why we don’t understand the problem. It is not 
enough to say that a few men in the Kremlin are going to 
deny a great percentage of the earth’s population the chance 
to learn. It is not enough to say that our motives, which 
we think are altruistic and pure, and which are at least 
sensible and conform to our own moral standards, are cer- 
tainly misunderstood in South America—as those of you 
who have traveled down there will know, of course. Now 
we must find out why we are misunderstood. 

I say again that if the people of the congress that has 
been described to you can achieve only a small step toward 
a beginning of the solution to this problem, not only will 
we be bringing about a most tremendous upsurging in pros- 
perity and unity at home, but we will be doing a very great 
deal to eliminate the causes of war. I repeat, if in the 
measurable future we don’t find some way to eliminate the 
causes of war—which is the only way that war will be truly 
eliminated—our grandchildren are going to find this world 
a most unhappy place in which to live, and, gentlemen, that 
is important to me—I’ve lately had a grandson. Thank you 
very much. 
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MentTAL HEALTH IN MoperN Society. By Thomas A. C. Rennie, 
M.D., and Luther Woodward. New York: The Commonwealth 
Fund, 1948. 403 p. 


In this book, the authors have made an important contribution to 
two major areas of mental-health literature. Pari I presents a 
clear-cut and well-organized record of the mental health and psy- 
chiatric services developed by the armed forees during World War II; 
the second and third sections contain specific and practical applica- 
tions of these war-time lessons to present peace-time problems. 

Part II is a brief, but timely reminder that the psychiatric residuals 
of war remain with us in terms both of veterans and of civilians 
who carry the ‘‘unseen wounds’’ induced by war-time stresses and 
strains. As the authors point out, this adds urgency to our need 
to organize for more effective prevention and treatment of mental 
ills. Under the headings, Research, More and Better Facilities for 
the Treatment of the Ill, and Recruitment and Training of Personnel, 
the major inadequacies of our present program are touched upon. 
The National Mental Health Act is evaluated in terms of the con- 
tribution it can make to remedying deficits in research and man power. 

In this connection, it is unfortunate that the authors were under 
the impression that the National Institute of Mental Health, author- 
ized by the Act, is to be operated in connection with the Naval 
Hospital at Bethesda. It will actually be a part of the Public Health 
Service’s National Institutes of Health and consequently will draw 
its research material from the total population and not from the 
limited segment eligible for treatment at the Naval Hospital. 

Approximately three-fourths of the book—and the section that 
gives it a unique place in mental-hygiene literature—is devoted to 
‘*Sources of Help in Treatment and Prevention.’’ If every physician, 
parent, teacher, religious leader, business executive, and labor leader 
read this book, and particularly the special chapters addressed to 
them, it would be very helpful in laying the groundwork for a genuine 
public-health approach to mental ills. 

Recognizing that the mental and emotional disturbances of millions 
of Americans cannot wait for the elaborate preparation of all the 
personnel needed to deal with these problems, the authors have entered 
a field that few other professional writers on this subject have thus 
far trod. They describe precisely how the physician, the pastor, 
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the teacher, the factory foreman, the personnel director, and others 
can be helpful to disturbed people, not at some future date when 
they have had adequate psychiatric orientation, but in the immediate 
present. 

The authors themselves have recognized the risks involved in includ- 
ing such material, but, as they point out, ‘‘it is in no sense intended 
to suggest that people without special training can become skilled 
therapists. It is offered to show how, within the limits of their 
several callings, many different kinds of professional people can 
contribute to the resolution of a national-health problem by giving 
those who consult them wise understanding, codperation, and sup- 
portive action.’’ These chapters are handled skillfully and are so 
readable that they should have an immediate appeal to the audiences 
they are designed to reach. 

An equally valuable section of this part of the book is devoted 
to a review and analysis of the specialized contributions made by 
members of the various mental-health professions, particularly social 
workers and psychologists. These chapters should help members of 
related disciplines to understand each other better and thus foster 
the teamwork that is so essential to a successful approach to our 
mental-health problems. 

Five objectives of mental-hygiene education are outlined by the 
authors in their concluding chapter: to ‘‘(1) develop a broad under- 
standing of what constitutes health-mindedness at each stage of 
development, what the danger signs are, and what people can do 
to prevent psychological liabilities from becoming serious blocks to 
health and happiness; (2) develop increased appreciation of the 
dynamic quality of family living and of the special significance of 
health and happy relations in the childhood years; (3) bring about 
fuller recognition of the stabilizing influence of satisfying work 
and economic security and of the threat to mental health which lies 
in neglecting the personal, human values of a job and their impor- 
tance to the worker; (4) acquaint the public with the potential 
contributions to mental hygiene which can be made by the physician, 
social worker, teacher and other professional persons; (5) outline 
the essentials of a healthier society with emphasis on the most needed 
changes and on the appropriate next steps to be taken by citizens.’’ 

Publication of Mental Health in Modern Society brings us closer 
to the attainment of each of these objectives. There has long been 
a need for. this book which throws so much light on these important 
aspects of mental health. 
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HanpBooK oF PsycHiatry. By Winfred Overholser, M.D., and 
Winifred Richmond. Philadelphia: J. B. Lippincott Company, 
1947. 252 p. 

This excellent book is intended for medical and college students, 
for nurses, and for the average man or woman who has mentally 
ill relatives or friends. The book is well written and is presented 
in simple language. There are numerous case studies to illustrate 
the common psyehiatric disorders and emotional problems. Not too 
much emphasis is placed on mental mechanisms, however, and the 
authors are rather conservative in discussing some of the newer forms 
of treatment. 

The relationship of psychiatry to psychology is well discussed. 
Psychiatry has not always been interested in the individual. There 
was a long period of time when its chief interest was not in man 
and why he was sick, but in the sickness itself. The authors state 
that they have attempted to present in simple and unsensational form 
the elements of the varied types of mental disease, their causes, 
symptoms, and prospects. Therapy is sketched in general terms only, 
for the authors did not wish to offer encouragement for self-treatment. 
In this respect they have succeeded admirably. 

There is a rather interesting chapter on the modern hospital. The 
authors endeavor to describe what goes on behind the doors of a 
mental hospital, with discussion of the important forms of treat- 
ment, such as hydrotherapy, physiotherapy, electrotherapy, psycho- 
therapy, and some of the newer forms of shock therapy. 

There is a good description of the common psychoses and the 
mental deficiencies, with particular reference to etiology and 
symptomatology. 

The treatment of psychoneurosis comprises the bulk of psychiatric 
practice. It is estimated that some 30 to 50 per cent of the average 
medical practice is composed of such disorders. In most neurotic 
states, the sufferers are not incapacitated and may be capable of 
going to work. They may be unhappy and dissatisfied, and they 
may be aware that there is something wrong, but they do not know 
what it is. Very often they think it is physical, and they may have 
many types of complaint and seek one doctor after another. In 
industry they constitute the absentees who are always losing time 
because of illness. At home they are the chronic complainers suffer- 
ing from all sorts of pains and nervous spells, and unable to take 
their full share of responsibility, although they frequently outlive 
the other members of the family. 

This book could not fail to show the impact of the recent war. 
There is an excellent chapter on ‘‘mental breakdowns in war time,’’ 
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and a discussion of civilian morale and of the various types of 
personality that fail to adapt to military life. 

Dr. Overholser is recognized as an authority on criminal psy- 
chiatry, and he presents a good outline on the relationship of crime 
to mental disorders. The psychiatrist is interested in the motivations 
of crime, as he is in all human behavior. Mental disorders are 
highly individual matters, and any individual’s psychosis may lead 
to almost any type of criminal behavior. 

The authors give credit to the outstanding work of such pioneers 
in the field of mental hygiene as Dorothy Dix, who almost single- 
handed succeeded in arousing the public conscience and bringing 
about the establishment of many psychiatric hospitals, and Clifford 
Beers, who organized the mental-hygiene movement in this country. 

The book has been written in the belief that the layman wants 
to know more about psychiatry, and that, rightly informed, he will 
lose much of his fear of mental disorders. 


Leo MALETz. 
Lynn, Massachusetts. 


THe Case Book or a Mepicau PsycHouoeist. By Charles Berg, M.D. 
New York: W. W. Norton and Company, 1948. 260 p. 

It must be the unexpressed wish and hope of every psychoanalyst, 

as he sits in his office hour after hour unraveling human material, 


some day to put this ‘‘wonderful’’ material, together with some 
original comments and observations, into a book. Few, however, 
realize this ambition, for it takes much more work than is ordinarily 
supposed to put a case before the public. One has to sift an immense 
amount of material to select judiciously what is needed for the 
purposes intended. It takes not only material, but a particular 
type of gift given to but few to be able to put this material in 
presentable form. 

To this fortunate few belongs Dr. Charles Berg of London, who 
is not only a highly competent and experienced psychoanalyst, but 
a gifted writer as well. The essential features of twenty-odd cases 
are presented in a highly readable form. There is little repetition, 
each case being different from the others. There are cases of asthma 
and conversion phenomena, of anxieties and depressions, of impotence 
and frigidity, of morbid fears and compulsions, of war neuroses 
and civilian neuroses, of feelings of inferiority and the psychic 
defenses against them. 

With respect to the latter reaction, the so-called ‘‘inferiority 
ecomplex,’’ Dr. Berg has not been able to confirm this as a clinical 
entity, but regards it quite correctly as flowing out chiefly from 
guilt feelings. Throughout there is emphasis on the original (dipus 
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situation, on conscience and its disturbances as evidenced by guilt— 
and by guilt the psychoanalyst means not conscious guilt, which 
is remorse, but unconscious guilt of the type we find in a patient 
who feels guilty without knowing why. It is this ubiquitous guilt 
that the reviewer sees as mankind’s greatest plague—one that is 
responsible for our inferiorities, for our loves and hates, for suicides 
and murders, for much of our insecurity, for interpersonal strifes 
as well as for internecine, even international hostilities. 

While the trained psychoanalyst will find little in this book that 
he has not known for years, the non-analytic practicing psychiatrist, 
the large number of psychologists, clergymen, nurses, social workers, 
as well as many of the lay intelligentsia who have more than a general 
interest in the psychoanalytic approach, will profit greatly by it. 

It is interesting that although physical and conversion phenomena 
are frequently mentioned, the word psychosomatic, of such popular 
use in the United States, is mentioned nowhere, either in the index 
or in the text so far as the reviewer could see. There is a good and 
entirely adequate index. 

BEN KARPMAN. 

St. Elizabeths Hospital, Washington, D. C. 


PAINTING AND PeERSONALITY. By Rose H. Alschuler and La Berta 
Hattwick. Chicago: University of Chicago Press, 1947. 590 pp. 
The two volumes of this work comprise one of the most completely 
described experimental analyses yet published of a projective method 
applied to young children. They represent the most attractively 
presented research report in child psychology this reviewer has had 
the fortune to examine. 

Volume I contains the findings and interpretations, material perti- 
nent to the experimental method and the research forms used, in- 
cluding one complete sample case analysis, and 120 plates, most of 
them in full color—reproductions from the basic data of the study 
(easel paintings by young children). Volume II contains brief bio- 
graphical summaries (from 200 to 400 words) of the children studied. 
There are also 56 detailed tables, presenting all the statistical findings 
of the study. The authors and the University of Chicago Press are 
to be complimented on the attractive arrangement, format, and 
typography of the work. 

The study was devised to explore the possibility that a child’s 
easel paintings, done freely and apart from adult criticism, will be 
directly expressive of his individual personality. Other play prod- 
ucts were studied, including crayon work, clay modeling, block- 
building, and dramatic play. Results on these media are reported 
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incidentally, and principally as they conform to the trends noted in 
child paintings. 

The painting activities of 150 children, ranging in age from two 
and a half to five and a half, were observed closely for one school 
year, with an intensive follow-up on 20 cases for another year. (In 
the Appendix to Volume I these figures are given as 149 and 21.) 
These children came from eight nursery schools, covering a variety 
of social groups and income levels. No socio-economic data are re- 
ported, though certain broad trends are noted—e.g. (p. 176), ‘‘Chil- 
dren in suburban communities tended to show more repressions and 
restraints than urban children.’’ 

The basic records for the study consisted of a collection of all the 
paintings of each child, a collection of teachers’ daily logs on each 
child, a number of full-day diary records by outside observers for 
each child—which were repeated if they did not conform to the 
classroom teacher’s opinion of the child—and anecdotal records. 

Analysis of data was conducted by individual as well as group 
methods. <A child’s paintings for a given day were compared in 


detail with his recorded behavior for that day. The authors state 
(p. 186): 


‘*As product after product was treated in this way, we found certain 
characteristics of products and certain characteristics of behavior in a 
given child which consistently paralleled each other. We found certain 
types of change in product paralleled by certain consistent trends which 
furnished clues as to the possible meaning of the given set of paintings 
for the given child. It was the appearance of the same consistent trends 


in several children that furnished a springboard for the quantitative 
study.’ 


The basic sets of variables—personality qualities and painting per- 
formances—were quantified on the basis of combination check lists 
and rating scales. The ‘‘A form’’ was made up of a long series of 
personality qualities. Two of these were filled out for each child 
at the end of the year—one by his teacher, and one on the basis of 
a careful study of all the accumulated observational and descriptive 
material. These two records were compared and ‘‘integrated.’’ 
Where discrepancies occurred, the records were restudied in an effort 
to harmonize the judgments. Where evidence was lacking, the child 
was not evaluated on that item. 

The ‘‘B form’’ was filled out on the basis of a product-by-product 
analysis for each child. The authors state (pp. 192-93) : 

‘<In analyzing children’s characteristics with products, we felt that 
evaluations based on the distribution of emphasis within each indi- 
vidual’s own pattern were more meaningful than evaluations based on 


group comparisons. Accordingly, we have not tried to work out group 
averages and group distributions for such characteristics as use of red, 
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tendency to overlay, filling the page, ete., but have based individual 
ratings on intereomparisons within the child’s own data.’’ 


The final, or summary, A and B forms were then compared for 
each member of the total group, and results were reported in terms 
of percentages of coincidence, and significance of differences between 
percentages of groups of children showing different trends. 

The most significant differences among nursery-school children are 
found in their abstract treatment of color, space, line, and form 
rather than in the recognizable subject matter of paintings. The 
writers state (p. 14) ; ‘‘How these aspects of painting will be handled 
by an individual child seems to be largely out of the conscious control 
of the individual and to reflect general, and perhaps universal 
tendencies.’’ Paint is a better medium than crayons for expressing 
inner feelings. (Finger-paint enthusiasts will regret that this study 
was limited to brush work.) 

Not all children, however, express their feelings or conflicts in the 
same way—the same conflict may, indeed, be expressed in various 
ways. Chief among the recurrent problems reflected in the paintings 
is the conflict between the child’s impulse to do as he wishes and 
external demands on him for controlled behavior. Common occasions 
for this basic conflict are a new baby in the family, parental emphasis 
on cleanliness, training in eliminative habits, and~the sex réle of 
the child. 

The categories for evaluation of paintings lean heavily upon color, 
line, and form, with some attention given to space usage and spatial 
pattern rather than upon pictorial symbolism. Colors give the 
clearest-clues as to the nature and degree of the intensity of the 
child’s emotional life. Line and form give clues to (1) the amount 
of energy the child is expending, (2) the control he is exercising, 
and (3) the direction in which that control is operating. Taken 
together, color, line, and form represent the balance between the 
child’s impulsive drives and his controlled behavior. Space usage 
and spatial pattern tend to give less a picture of the child’s inner 
life than a picture of the child as he relates to and reacts to his 
environment. 

Interest in warm colors (yellow, red) is associated with free 
emotional behavior, with a self-centered orientation, and is char- 
acteristic of normal nursery-school-age children. An interest in cold 
colors (green, and especially blue) is associated with highly con- 
trolled, overadaptive behavior, which is critical, assertive, or un- 
demonstrative toward others. In many of these children unusual 
pressures toward control were exhibited by their parents. A prefer- 
ence for cooler colors comes naturally as the child grows older, as 
does desire to work with line and form. 
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Of interest is the authors’ contention that children who were not 
outgoing or easily affectionate and who ordinarily did not prefer 
warm colors, did show an increased interest in red during periods 
when they were more relaxed and happy. 

Line and form are used more frequently by older children as a 
normal developmental trend. The use of these characteristics pre- 
sumably parallels the child’s increased interest in relationships out- 
side himself. Where color is the more basic, primitive interest, line 
and form represent a more mature, complicated, abstract reaction. 
Children interested in form tended to be more logical and less im- 
pulsive than those interested in color. Socially oriented children 
move rather quickly through a phase of interest in abstractly pat- 
terned work to representative drawing. Children who presumably 
had abilities along constructive lines persisted in varied and increas- 
ingly intricate abstract or structured designs. 

As in color, certain forms have a definite significance. Straight- 
line vertical or angular strokes are associated with assertive, outgoing 
behavior, realistic interest, initiative for play, and negativism. These 
forms also increase with age. Curved continuous strokes represent 
more dependent, more compliant, more emotionally toned reactions. 

Wet, dripping paintings paralleled concern over elimination prob- 
lems. Children who put on paint sparsely and with a dry brush 
lacked confidence, were aimless, or miserly. Space usage and color 
overlay are also found to be quite significant for a variety of per- 
sonality tendencies. 

The authors hold that the better adjusted the child, the more likely 
he is to show clean-cut developmental sequences in his painting be- 
havior, to be individualized, and to reflect his daily experiences in 
his drawings. Once one can determine the child’s characteristic 
painting type, the deviations from this type become of great im- 
portance in depicting changes and modifications in the child’s inner 
reactions to his experiences. 

A eareful examination of the research plan and the quantitative 
findings reveals a disappointingly large number of methodological 
weaknesses in this intriguing study. The authors themselves note 
that their conclusions may seem too pat, or too ‘‘far fetched.’’ 
Possibly these too sharply delineated findings grow out of the sub- 
jectivity of much of the data. The fact that the authors constantly 
remind the reader that conclusions cannot be drawn from any one 
bit gf evidence unless other sources confirm them is, on the surface, 
evidence of a search for internally consistently or reliable data 
(pp. 149-150). But when this principle of the ‘‘accumulation of 
evidence’’ is applied to relatively nonstructured evidence—such as 
anecdotal records, descriptive accounts of behavior, loosely con- 
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structed rating scales, and abstract paintings—the fertile mind of 
the observer can find moré opportunity for discovering association 
than he might if the same data were reduced to quantitative scales 
and summarized in terms of correlation coefficients. The effect is 
that of judgments not taken independently—overlapping and spurious 
self-correlation. The very fact noted by the authors—that the char- 
acteristic pattern of an individual’s drawings must be found over 
a long period—may be unwitting testimony that the observers needed 
time for their particular hypotheses concerning the child to ‘‘jell,’’ 
after which a review of the data would produce ample support for 
the now-formulated conclusions. 

The observers and teachers were asked to report anecdotes and 
ratings in terms of ‘‘changes and progress during the year.’’ Here 
is a concrete illustration how the subjective valuations of the 
observer may operate to select data prior to the actual statistical 
assessment of interrelationships. The teacher’s daily log was pre- 
ferred to a time-sampling procedure, presumably because the be- 
havior to be recorded was too complex and occurred over too long 
time intervals for time-sample analysis. The constant errors which 
may arise from such a procedure are at once apparent to any one 
acquainted with rating techniques.’ 

In all, only 31 lines of text (pp. 193, 194) are given to a formal 
discussion of the reliability and validity of the data. To get as true 
a picture as possible, the authors depended ‘‘upon repeated, many- 
directional fragments of evidence rather than upon any single well- 
validated and reliable measuring instrument. Our case for 
reliability and validity rests upon the consistency found between 
our various types of data and upon the coherency of the general 
picture toward which all these findings point’’ (p. 193). 

Thus the interrelations found among the observations become the 
evidence of their own reliability and validity. 

Certain more specifically questionable methodological procedures 
may be mentioned. The work of 149 different children was studied, 
21 of these being followed for a second year. All the tables are based 
on 170 observations, showing that roughly 12 per cent of the observa- 
tions are not independent. Adding this straight statistical source 
of intercorrelation to the subjective and summary nature of much 
of the data, it is not surprising that many associations significant at 
the 15-per-cent level do appear. Nor were the confidence levels 
established for this study explicitly stated. Comparison of tables 


1 Efforts to gain reliable and valid ratings through the pooling of information 
from several observers are not necessarily unrewarding, as the careful work of 


Harold E. Jones and his associates in the California Adolescent Study have 
shown. 
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and text shows that differences significant all the way from the 
1-per-cent to approximately the 15-per-ceht levels were, on occasion, 
included in the discussions of significant findings. 

Moreover, the criteria for the selection of subgroups for compari- 
son are not always clear. Since the numbers in the contrasted groups 
fall short of the total, one may assume that these groups were drawn 
from the extremes of a continuously distributed sample. Occasionally, 
one suspects that the characteristics being studied were treated rather 
as attributes than as variables (e.g., p. 237). In such cases the 
eriteria for segregating the subgroups are not revealed. It is gen- 
erally desirable to make quite clear the basis on which the data are 
classified. 

The authors note that children did not verbalize while in the early 
experience of painting; even later, they were likely to attach the 
name of whatever happened to catch their eye. Only gradually 
would they ‘‘spontaneously offer a free-association sort of verbaliza- 
tion’’ (p. 153). An alternative suggestion is available, and one that 
should not be overlooked in any experimental work with children— 
that the children learned what was expected of them and obligingly 
‘*played the same.’’ 

The authors’ claim that the apparently irrelevant monologues that 
some children developed while painting were actually very revealing 
of emotional dynamisms at work, is unsubstantiated by statistical 
evidence. Indeed, careful checking between Volumes I and II shows 
that only a portion of the conclusions reached in Volume I are sup- 
ported by data in Volume II. Another instance is the several times 
mentioned association between the use of brown, or the tendency 
to smear, and forced toilet training at home. The association was 
specifically noted for ten children (pp. 41-42). The scientifically 
trained reader will wish for data based on a survey of practices in 
all the homes, or measures applied to all members of the group. 

Findings based on the individual case, and upon the clinically noted 
association of factors in selected cases, have the frequent and un- 
fortunate results of appearing as generalizations. Certain asso- 
ciations may appear consistently in one child’s work, and the signifi- 
eance for that child may correctly be assessed by the observer. If 
such an association is safely to be presented as a diagnostic char- 
acteristic for children in general, it should be supported by actuarial 
data, also. The authors’ effort to work out intercomparisons within 
each child’s data is commendable in itself. But the failure to work 
out group distributions and averages for various characteristics is 
a more serious omission than the authors consider. Lacking objec- 
tive norms, the clinician evaluates the particular case against the 
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impressions left by his experience, and the proneness of the human 
intellect for a ‘‘hobby’’ or bias is only too well known. 

The evidence in this study is attractively gotten together and 
interestingly, even fascinatingly, presented. Seldom are research 
reports as pleasurably read as this. However, this reviewer, although 
quite sympathetic with the ‘‘wholistic’’ approach and the basic 
assumptions of this study, considers the evidence incomplete for the 
findings presented. There is a danger that methodologically un- 
trained readers, who will read Volume I and may overlook the tabular 
material in Volume II, will be led to accept unwarranted conclusions. 

Dave B. Harris. 

Institute of Child Welfare, 

University of Minnesota. 


PROBLEMS OF CHILD DELINQUENCY. By Maude A. Merrill. Boston: 
Houghton Mifflin Company, 1947. 403 p. 


This study of delinquency presents the most recent sociological and 
psychological formulations (but avowedly not the last word) in this 
field. It is a report of a ten-year study, directed by a competent 
psychologist and staffed by field workers and statisticians, of 500 
delinquents who appeared in a rural-county juvenile court in Cali- 
fornia, supplemented by a control group of 500 non-delinquents, 
matched for age, sex, and locality with the delinquents. A follow-up 
study after an interval of approximately five years attempts cautiously 
to evaluate the results of treatment and factors of success or failure. 

There is a great amount of statistical material in which the Chi 
Square Method is used to determine significant differences between 
the two groups, but most of it is conveniently segregated in appendices, 
leaving the main text free for a highly interesting and readable dis- 
eussion. Although the latest modes in terminology are used, the book 
is easily comprehensible to any intelligent person and is sufficiently 
profound and rich in interpretation to be of great value to workers 
in the field of delinquency. 

Statistical findings are critically compared with those of other 
studies and are guardedly interpreted. They represent an advance 
in method and groundwork that will be fully appreciated only by 
research workers. 

The recurrent theme of the treatise is the necessity of understanding 
the delinquent as an individual personality reacting within his frame 
of reference to the environmental pressures to which he is subjected. 
His pattern of behavior is a ‘‘mask’’ with which he confronts the 
world, or a ‘‘smoke sereen’’ behind which he conceals his underlying 
insecurity. Illustrative case histories are excellent. 
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There is a wealth of critical evaluation of tests which will be of 
inestimable value to psychologists in this field. Social and economic 
factors are appraised as important only in relation to their meaning 
to the child. Family relationships are shown as sources both of 
security and of frustration, sometimes goading the child to exalt his 
self-esteem by fair means or foul. Delinquency offers him a way 
of life full of adventure, excitement, and sense of importance, with 
which no legitimate satisfactions can compete. However, delinquents 
and non-delinquents are shown to be more alike than different. It is 
their choice of aggressive reaction (acceptable or antisocial) that casts 
the die. 

From the viewpoint of a child-guidance clinic there seems to be a 
lack of services of psychiatrists and of medical histories and considera- 
tion of physical defects. The psychopathic personality, the enigma 
of clinics, courts, training schools, and mental hospitals, is not touched 
upon. 

The book is not only a ‘‘modern and scientifically based study,’’ as 
Doctor Carmichael states in his introduction, but for all persons who 
work professionally with delinquents or who are interested in social 
welfare, it is a challenge to carry on this type of work until children 
shall no longer turn to the excitements of delinquency to satisfy the 
unmet needs of their lives. 

Nancy L. NEWELL. 
Division of Mental Hygiene, 
Massachusetts Department of Mental Health. 


YourH in Despar. By Ralph S. Banay. New York: Coward 
McCann, 1948. 239 p. 

This book is an attempt to inform the general public about juvenile 
delinquency in simple, non-technical language. Dr. Banay covers 
a wide range of topics through a total of some 220 pages. In addi- 
tion, he gives a list of 209 bibliographical references, many of them 
from the daily papers. 

For experienced, well-informed workers in the field, this book 
offers nothing new. For the general public, we doubt that it gives 
a well-balanced background of information. The reviewer gets the 
feeling that Dr. Banay has had too little direct experience with 
juvenile delinquents and has depended too much on popular concepts 
of what has been developed in this field. 

Youth in Despair describes the persistence of earlier punitive 
concepts in the law and in methods of dealing with juvenile delin- 
quents. The need for bringing law and practice into conformity 
with present scientific knowledge about juvenile delinquency is empha- 
sized. Dr. Banay insists that punishment has always failed as a 
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deterrent to crime and that the desire to punish is based on instinctual 
sadistic drives and an irrational need to alleviate a sense of guilt 
because of the possession of prohibited desires. 

Delinquent conduct is motivated by unsatisfied needs of the delin- 
quent and is purposive in character, according to the author. He 
believes that the primary aspect of juvenile delinquency is medical 
rather than social or legal. We doubt that students in the field of 
juvenile delinquency would agree with him in this belief. Repeated 
studies have emphasized the small part that medical conditions and 
needs have played in juvenile delinquency. 

In his discussion of the part that poverty plays in causing juvenile 
delinquency, Dr. Banay points out the close relationship between 
poverty and delinquency, slums and delinquency, and tuberculosis 
and delinquency, but the more puzzling fact that a relatively large 
number of children live under the same economic conditions and 
do not become delinquent is not mentioned. 

The author agrees with previous writers on the importance of 
the family constellation in its influence on the child. He emphasizes 
the importance of the first five years in the life of the child and 
indicates that at the age of five or six, ‘‘the basic personality 
structure, the tastes and inclinations operative in the selection of 
friends and leisure-time activities, and the ultimate social adjust- 
ments are all strongly determined.’’ 

A review of the statistics regarding the race, religion, and sex 
of juvenile delinquents brings out the facts that boys show a pre- 
ponderance of about four or five to one; that girls come into court 
largely for sex, uncontrollable behavior, and running away; that 
Negroes and children of the foreign-born furnish an excessive number 
of delinquents in proportion to their incidence in the population; 
that cultural conflicts, immigration, and other conditions that serve 
to upset family patterns influence the extent of delinquency. 

In a chapter entitled Mind and Body, Dr. Banay discusses the 
psychopathic personality as a prolongation of infantile habits and 
patterns and indicates that this condition is frequently found in 
juvenile delinquents. The chronic delinquent, in our experience, 
is much more likely to belong to this group than the ordinary delin- 
quent. The author also stresses real or imaginary, organic or func- 
tional, physical or mental handicaps and the part they play in the 
development of objectionable behavior. ‘‘It is not so much the extent 
of the defect that counts,’’ he points out, ‘‘as the sensitiveness of 
the individual to reactions to that defect on the part of people 
within his environment.’’ 

Among the hopeful approaches to the problem of juvenile delin- 
quency, according to Dr. Banay, are the diagnostic and treatment 
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clinics and probation. But only in a few isolated instances does 
he find a satisfactory development of these techniques and facilities. 
The importance of well-qualified staff for training schools and the 
use of mental-hygiene concepts in group and individual therapy is 
also stressed. Dr. Banay finds that most institutional programs fail 
to provide sufficient outlets of a constructive sort for delinquents. 

A wise emphasis upon community-wide and concerted efforts of 
citizens and private and public agencies, and a flexibility of program 
strengthens the author’s chapter on prevention, as do his brief reports 
on various preventive efforts throughout the country. 

In understanding crime, modern concepts of human behavior must 
be used, according to Dr. Banay. These are: 

1. All behavior is purposeful, although the individual may or may 
not be conscious of the purpose that impels the behavior. 

2. A large part of what we do depends upon what we feel, not upon 
what we think; that is, behavior is more modified by the emotions 
than it is by reason. 

3. Back of every psychological event, there are others from which 
it develops and which give it meaning, so that all the acts of an 
individual fall into a logical procession. 

The author states that, crime is ‘‘a reaction to unendurable internal 
or external pressures suffered by the individual.’’ His emphasis 
upon the omniscence of the psychiatrist in the field of juvenile delin- 
queney may be questioned by members of other professions who 
have been active in this field. We immediately think of sociologists, 
social workers, psychologists, and others who have made not incon- 
siderable contributions to knowledge in this field. 

In general, we believe that Youth in Despair contributes little to 
the body of kriowledge in this field. It may have some merit in 
that it presents in popular form some of the contributions that have 
been made by workers in the field of juvenile delinquency, but we 
suspect that others have already done this better. 

Hersert D. WILLIAMS. 

Board of Juvenile Welfare of Pinellas 

County, Florida. 


JUVENILE DELINQUENCY: A CriticAL ANNOTATED BisLioGRAPHY. Com- 
piled by P. S. de Q. Cabot. New York: H. W. Wilson Compary, 
1946. 166 p. 


There has long been a need for a bibliography in the special field 
of juvenile delinquency. This work is an excellent terminus a quo, 
not only for the special student, but for any student who has learned 
how to use an index. It covers the period from 1914, when material 
on the juvenile offender first began to appear, to 1944. It presents 
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the usual bibliographical data, with a brief paragraph summarizing 
the content of the work. Upwards of 900 books and articles from 
periodicals are noted, including not only American and English, but 
continental material as well. There is also a workable index by sub- 
jects. In his preface Dr. Cabot says: ‘‘The purpose of the volume is 
to assemble the hitherto scattered source material which has direct 
value for workers in this field of research. .. . Many lists of references 
that have previously appeared have not been annotated.’’ The anno- 
tations seem entirely adequate; the reviewer, some of whose material 
is included, is satisfied with what appears. Which is praise from Sir 
Hubert! 
AuFReD A. Gross. 
Quaker Emergency Service, New York City. 


Tue Seconp Forty Years. By Edward J. Stieglitz, M.D. Phila- 
delphia: J. B. Lippincott Company, 1946. 317 p. 


This book, written in non-technical language for lay readers, is a 
valuable contribution to the literature on the medical, psychological, 
and socio-economic problems of aging. The author states that the 
purpose of the book is ‘‘to offer guidance toward wiser ways of living 
in the hope that those who are approaching or have passed the 
meridian [the age of forty] may profit.’’ It is the reviewer’s opinion 
that Dr. Stieglitz has succeeded very well in achieving this purpose. 

In the first four chapters the author discusses the general meaning 
and significance of aging, as well as the biology and hazards of senes- 
cence. He presents the fact that physiologic age is not the same as 
chronologic age, and stresses the individual’s need to mature emo- 
tionally as well as physically in order to make the best adjustment 
in later life. 

In succeeding chapters, devoted to discussing life with a handi- 
capped heart or with high blood pressure, the importance of the early 
detection of these disorders by means of periodic physical examina- 
tions is emphasized. Instead of going into details of treatment, the 
author wisely urges the individual with such a condition to codperate 
fully with his personal physician. This approach is sound from the 
mental-hygiene standpoint, as the author thereby avoids engendering 
in his readers apprehension or hypochondriacal concern. 

A chapter entitled, Sex and Age, presents the climacteric as a 
phase of normal maturation during which 95 per cent of people are 
free from distress. The importance of emotional adjustment during 
this period of life is stressed, as well as the fact that physicians 
with improved endocrine preparations and psychotherapy are now 
well equipped to help those in whom there are indications for such 
measures. 
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The mental hygiene of later years and the personality disorders 
of this period are discussed in a clear, as well as a reassuring, manner. 

In presenting the importance of a wise use of leisure by the elderly, 
the author gives detailed practical suggestions as to the use of 
hobbies and regulated exercise in overcoming boredom and in achiev- 
ing creative activity. 

Under the title, An Aging People, Dr. Stieglitz demonstrates his 
deep appreciation and knowledge of the complex socio-economic prob- 
lems brought about by the increasing number of older people in our 
population. 

In a final chapter, Constructive Medicine, the author urges the 
use of a periodic health inventory in which the physician would 
make a thorough study of the patient’s lowered reserve capacities, 
the object being to obtain a more nearly optimum level of health 
for the individual throughout his life span. 

This book is clearly written, and the illustrations contribute to an 
understanding of the text. A valuable list of collateral readings is 
appended, and the brief index at the end of the book makes the 
content readily accessible. The book should be of great value to 
all who are interested in learning about the physical and psycho- 
logical changes that occur with aging, and who desire to inform 
themselves as to what can be done to adjust to these changes in order 
to lead happy and effective lives during the second forty years. 

Epwin J. Dory. 

The Payne Whitney Psychiatric 

Clinic, New York Hospital, 
New York. 


MENTAL MiscHIeF AND Emotionar, CoNFLICcTS: PSYCHIATRY AND Psy- 
CHOLOGY IN PLAIN ENGLISH. By William 8. Sadler, M.D. St. 
Louis: The C. V. Mosby Company, 1947. 396 p. 

In his preface, the author of this book states that the descriptions 
and teachings contained therein represent over forty years of pro- 
fessional experience with the mental, emotional, nervous, and per- 
sonality problems of distraught and fear-ridden human beings. 

The book is written on a popular level, and is intended to serve 
as a mental-hygiene guide to persons who suffer from functional 
nervous disorders, or in whose families there are victims of emotional 
conflict. The public is becoming increasingly aware of the help that 
psychiatry can give in dealing with many domestic and social prob- 
lems, and there is a great need for subject matter that will clarify 
the many misconceptions in this field. 

There are 34 chapters in the book, with such titles as: Nervous 
and Emotional Disorders, Mischief-Making Complexes, Emotional 
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Suppression and Rationalization, Wishful Thinking and Sublimation, 
Inadequacy Feelings, The Conscience Complex, Habit Pains and 
Hypochondria, Manipulating the Reality Feeling, Hypnotism and 
Telepathy, Mental Hygiene—Psychotherapy, and A Philosophy of 
Life. These headings represent considerable deviation from accepted 
psychiatric terminology and nomenclature. 

The author discusses a diversity of problems relating to mental 
hygiene. His language is simple, direct, and in some instances 
whimsical. He endeavors to be non-technical, and in so doing, there 
is danger of being unscientific. 

The text is replete with case studies that illustrate the rules of 
mental hygiene. Some of them are naive in their presentation, and 
not fully in accord with present-day psychiatric theories of therapy. 
Yet it is helpful to have the material outlined as Dr. Sadler has 
outlined it. The neuroses are characterized by: (1) deficient attempts 
at adaptation to life; (2) projection of one’s inferiority qualities on 
to others; (3) identification of one’s self with the superior qualities 
of others; (4) utilization of neuroticism as an everpresent alibi for 
dodging difficult or unpleasant life situations; (5) tendency toward 
regression to lower levels of thinking and acting; (6) absence of goal 
striving—failure to acquire an adequate philosophy of life; (7) 
establishment of compulsion rituals for the purpose of reducing 
nervous tension; and (8) resort to hysteric symbolisms for the pur- 
pose of compensating repressed emotions. This system of outlining 
is characteristic of the author’s work. 


In his chapter on nervous and emotional disorders, Dr. Sadler 
states: 


‘“Nerves are man’s friend, not his enemy. The subconscious, whose 
machinations cause so much trouble in human experience, is, after all, 
when properly disciplined and sufficiently trained, a beneficent servant. 
It is only when these mechanisms escape from intelligent control or 
become maladjusted that they trouble and harass us.’’ 


Dr. Sadler refers to the subconscious mind as one’s other self, 
and says that at any given moment, but little of our mental lives 
and accumulated experiences are encompassed by our immediate 
consciousness. Most of our psychic lives, for the time being at least, 
are buried in the subconscious realms. 

In the section on association of ideas, he deals with auto-suggestion, 
and then becomes involved in a discussion of mediums and elair- 
voyants. He states that association of ideas may be termed the 
psychic clearing house, because the great majority of human con- 
cepts and mental images pass that way en route to the realms of 
higher thought activity. ‘‘It is not too fantastic to imagine that 
thought wrecks and other psychic catastrophes may occur as the 
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result of misthrowing switches and misreading signals in this im- 
portant and mysterious mental realm.’’ In the author’s efforts to 
simplify the material, the basic meaning is sometimes lost. 

Mental hygiene and psychotherapy are treated together, and Dr. 
Sadler talks about employing the three direct methods of complex 
hunting—crystal gazing, automatic writing, and hypnosis. These 
subjects should have been discussed in technical terminology; their 
presentation to a lay public in simplified terms is likely to cause 
misunderstanding. 

The author should have elaborated on the techniques of catharsis, 
the interpretation of conflict material, desensitization, and sugges- 
tion, which are several of the accepted methods of psychotherapy. 

There is a separate chapter on hypnotism and telepathy, with 
references to shell hearing, trances, spiritualistic mediums, and com- 
munications with the dead. Much of this material would better have 
been omitted; it borders on mysticism and has no place in modern 
psychiatry. 

The various psychoses are discussed briefly. The treatment of 
dementia preecox is dealt with in several lines as follows: ‘‘ Medicinal 
and electric-shock treatment, as well as the deep-sleep therapy, have 
been effective in a large number of cases, especially in the more 
acute and catatonic forms. Insulin shock is used with good results 
in certain types.’’ 

No reference is made to the use of occupational therapy, hydro- 
therapy, or the other therapies that are so useful and important in 
the rehabilitation of the patient. Religious therapy is discussed in 
the chapter on a philosophy of life, and here the author makes 
several real contributions. I cannot agree, however, that prayer is 
the highest and truest form of psychotherapy. 

I have criticized this book perhaps harshly, but I have felt justified 
in so doing because it is not modern in its discussion of mental 
hygiene and may be confusing and misleading to the layman. 


Leo MALETz. 
Lynn, Massachusetts. 


FATIGUE AND IMPAIRMENT IN Man. By S. Howard Bartley and 
Eloise Chute. New York: McGraw-Hill Book Company, 1947. 
429 p. 


This exceedingly interesting volume from the Dartmouth Eye 
Institute is an attempt to present the every-day observations of 
fatigue and impairment in man and the numerous efforts at special 
investigation of these topics by whatever method, and finally to 
formulate the whole problem in terms of reasonable questions to be 
asked and indications for needed research. Some idea of the extent 
of the problem and the authors’ approach to it may be gained from 
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the fact that they present historical material on various views con- 
cerning fatigue and allied concepts, and a digest of research studies 
on its electrophysiology, its relation to anoxia and other limiting 
conditions, lack of blood sugar, temperature extremes and salt lack, 
metabolism and nutrition, hours and conditions of work, drug action, 
and so on. There are excellent digest chapters on sleep and other 
periodicities, long-term changes in the individual, mental fatigue, 
personal factors in the work situation, conflict and frustration, chronic 
fatigue and related syndromes, and—as might be expected—visual- 
performance and visual-fatigue studies. 

The authors come quite properly to the conclusion that fatigue and 
impairment are not one and the same thing; that our basic knowl- 
edge of fatigue derives from common-sense observations known to 
us all, for which we have not as yet found any suitable methods of 
measurement or refinement of observation; furthermore, that special 
studies dealing with special systems—be they endocrine, metabolic, 
electrodermal, or what not—are only minute and isolated points in 
a pattern that is to be understood finally only in terms of the subject 
organization of the individual. Fatigue is not to be expressed in 


quantitative units. They suggest the following points as important 
for future work: 


1. Definitions are required as a basis for fruitful experimentation. 
2. Concepts must form a unitary system with regard to the 
phenomena studied. 
3. Phenomena change with the passage of time and this fact 
must be taken into account in fatigue experimentation. 
. In studies of human activity, the individual must be taken 
as reference. 
. The full set of dynamic factors operating in the individual 
must be taken into account. 
. Experiment should be as much a part of ‘‘real life’’ to the 
subject as possible. 


This is probably the best book of its kind. It deals with every 
known aspect of the topic and effectively states the difficulties of 
study and of experimental measurement. As a statement of the 
present situation in this field, it is invaluable. 

WENDELL MUNCIE. 


Baltimore, Maryland. 


So You Want To Hetp Peopte. By Rudolph M. Wittenberg. New 
York: Association Press, 1947. 174 p. 
So You Want to Help People is a challenging title for a book 
addressed to the non-professional who is engaged in work with people 
for educational purposes. It is obvious that this is Dr. Wittenberg’s 
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response to a need discovered through actual experience in trying to 
improve the skills and understanding of volunteers in settlements, 
Scout programs, churches, and ‘‘Y’s.’’ The title emphasizes the fact 
that more than a kind heart and good intentions is required of one who 
would serve through education. 

The book itself, however, is a disappointment. The author demon- 
strates one of our major difficulties in the field of guidance and group 
work: intellectual acquisition in the absence of emotional comprehen- 
sion. Repeatedly, Dr. Wittenberg expresses adequately what he calls 
‘*principles of mental hygiene,’’ and follows them with illustrations 
that completely contradict the principles so well enunciated. An 
example is his description (pp. 40-42) of the basketball coach 
who supposedly accepts the members of his ‘‘groups’’ (actually 
teams) at their own values ‘‘rather than in comparison with ‘absolute’ 
performance.”’ 

Several unfortunate concomitants follow from this initial ‘‘split’’: 
(1) education is confused with psychotherapy—e.g. (pp. 44-46), use 
of drama to correct emotional disturbance; (2) manipulation of 
‘*clients’’ is mistaken for relationship with group—e.g. (pp. 147-150), 
protecting children from peers; (3) adult domination is interpreted 
as group discipline; and (4) adult-imposed activities are confused 
with group-generated programs based on adult flexibility and guidance. 
A continued emphasis throughout the book is the pitting of adult wit 
and alertness against inevitable attacks from the children who are to 
be ‘‘helped to help themselves.’’ 

The net result is a series of high-sounding principles without sub- 
stantial evidence of an integrating process of education. 

Examples of contradiction between ‘‘mental hygiene’’ principles 
and the practices approved by the author could be multiplied. For 
instance, in the chapter on ‘‘religious education,’’ the author does not 
challenge the use of traditional materials or the appropriateness of 
the setting in which education is supposed to take place. It is appar- 
ently assumed that the adult has a right to expect compliance and 
decorum simply because that is the kind of situation in which such 
behavior is expected. Therefore, ‘‘discipline’’?’ may be enforced 
(p. 157). 

Chapter V, Boy Meets Girl, is the most constructive in the book. 
The language is simple, the attitude relaxed, and the content helpful, 
because it remains on the level of information about the usual aad 
natural, without delving too deeply into pathology. The leader-child 
relationships illustrated are warm, accepting, and sympathetic with- 
out morbidity or sentimentality. There is an open directness in 
approach to the subject. The chapter is characterized by inclusive 
thinking which serves to eliminate the usual notion of the separateness 
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of things sexual. The author expresses the spirit of his original 
intentions in writing the book when he says, ‘‘No one can truly be 
protected from danger over any length of time, but he can be made 
so secure that he can protect himself.’’ 

Underlying the unfortunate aspects of this book is a common error 
in the field of mental hygiene to-day—namely, that the authors and 
lecturers, who are themselves well versed in the ‘‘tools of the trade,’’ 
do not apply the ‘‘principles’’ to their readers and hearers. Lacking 
orientation in psychopathology, and usually acclimated to an authori- 
tarian, competitive atmosphere, the layman’s fears are aroused by 
descriptions of pathological behavior and dynamics, and his rigidity 
is reinforced by sanctions for adult imposition of programs. Even in 
writing or speaking on this keystone subject, ‘‘So You Want to Help 
People,’’ it is important to keep before us that ‘‘the leader’s job is 
not to ask them what they would like to do, but rather to help them 
relax enough to be able to express themselves,’’ (p. 49). 

Somehow we must discover ways of enabling authors and lecturers 
to relax so that they can express themselves more consistently. 


Cuar.Les G. McCormick. 
Vassar College. 


SuGGESTIVE THERAPEUTICS—A TREATISE ON THE NATURE AND USES OF 
Hypnotism. By H. Bernheim, M.D. Translated from the second 


and revised French edition by Christian H. Herter, M.D. New 
York: London Book Company, 1947. 420 p. 


This reprint of Bernheim’s classic work on hypnotism is a most 
welcome addition to the library of the student of hypnosis. The 
original work appeared in 1886 and its English translation in 1889. 
Having been out of print for many years, both the original and its 
translation have practically become collector’s items. The present 
reprint is justified not only because of this, but also because the book, 
in spite of its age, still has much to contribute to our present-day 
knowledge of hypnosis as a medical science. Suggestive Therapeutics 
will thus prove itself to be more than a volume of historical interest, 
and the astuteness of Bernheim’s observations as recorded in the 
book will enable the reader to mine from it much significant material. 

Many of Bernheim’s discoveries and conclusions are as valid to-day 
as they were when he first described them. Bernheim recognized 
hypnosis as a purely psychic phenomenon allied to, but distinct from, 
sleep. He believed hypnosis to be a state of enhanced suggestibility 
that enabled the operator to implant in the mind of the subject 
injunctions which the latter accepted much more readily than in the 
waking state. He alleged that the same phenomena could be pro- 
duced in waking life in a subject who could not be hypnotized by 
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simple affirmation as in one who could be hypnotized. Bernheim’s : 
descriptions of the stages of hypnosis and the various phenomena 
observed in the trance have been improved upon but little by more 
modern workers in the field. 

Authoritative suggestion, which is the basic therapeutic device 
utilized by Bernheim, is, of course, immensely overrated as a thera- 
peutic agent. This limitation must be judged in the historical con- 
text in which the book was written, since the dynamic discoveries in 
psychopathology that Freud introduced had not yet been brought 
to light. It is quite apparent in reading the book that the important 
function of unconscious conflict in determining symptoms was hardly 
recognized by Bernheim. It is consequently not surprising that the 
therapeutic approaches outlined by him are so strongly directive and 
authoritarian, employing symptom removal by authoritative sugges- 
tion as well as a directive persuasive approach. 

The book includes a description of a variety of emotional problems 
that Bernheim claims to have aided through the use of hypnosis. 
Included among these are ‘‘Organic Affections of the Nervous System, 
Hysterical Affections, Neuropathic Affections, Neuroses, Dynamic 
Paresis and Paralysis, Gastro-Intestinal Affections, Various Painful 
Affections, Rheumatic Troubles, Neuralgias, and Menstrual Troubles.’’ 

Suggestive Therapeutics is a fascinating document, replete with 
interesting case material which the reader will find most absorbing. 


The presentation is excellent and the style lucid. The book is highly 
recommended ; indeed, it is an indispensable volume for the psychiatric 
worker who is interested in hypnotherapy. 


Lewis R. WoLBERG. 
New York City. 


Brineine Up CuriprReEN. By Dorry Metcalf. New York: Pilot Press, 
1947. 120 p. 


This addition to the abundant and rapidly growing stock of child- 
rearing literature for parents is a slender volume of 120 pages. Its 
four chapters bear the headings, Attitude, Infant, Two-Year Old, and 
Child. In simple, conversational language, which sometimes takes on 
a colloquial English flavor, the author attempts to give the psycho- 
logical framework of child care in the early years. 

The opening chapter has a straightforward and natural approach 
to the importance of consistency and balance in parents’ attitudes 
toward their children. Particularly good are the points made about 
individual differences, the many-sidedness of growth, and ways in 
which to meet the child’s increasing need for independence. 

However, the book tends to cover a wide range of items from the 
physical avd emotional areas in a rather thin and loosely organized 
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style. Also, the frequent use of such didactic expressions as ‘‘we 
should’’ and ‘‘we should not”’ is too pedagogical for comfort. Bring- 
ing Up Children has a place in the supplementary reading of parents. 
It is not a substitute for such comprehensive books as Spock’s Baby 
and Child Care or Children in the Family, by Powdermaker and 
Grimes. But it does give the layman a valuable, simplified interpreta- 
tion of psychological material that all too frequently gets lost in the 
obscurity of its technical labels. 
Evetyn D. ADLERBLUM. 
Public School Mental Hygiene Project, New York City. 


Love wirHout Frar. By Eustace Chesser, M.D. New York: Ro 
Publishers, 1947. 307 p. ; 


This book is both a plea and a plan for better understanding of 
sex technique as the basis for increased happiness in marriage. It 
compares favorably with other books of its kind. It is written with 
exceptional clarity and has enjoyed considerable popularity in Eng- 
land, where it was first published. 

The volume has many virtues and, prior to January, 1948, this 
reviewer would have looked upon it with favor. But that was before 
the appearance of Kinsey’s Sexual Behavior in the Human Male. 
The Kinsey study raises a serious question as to the value of ‘‘the 
art of love’’ for sexual satisfaction. Specifically, the Kinsey data 
show that preoccupation with techniques of sexual intercourse is a 
middle-class phenomenon in the United States which writers on the 
subject, since they are themselves members of the middle class, unwit- 
tingly universalize; whereas in truth the lower classes regard love- 
making preliminary to coitus with considerable contempt. Yet Kinsey 
reports that a larger percentage of lower-class than of middle-class 
women reach an orgasm. 

It is plain that, lacking scientific studies of human sex behavior, 
we have relied on the judgment of ‘‘experts’’—sexologists and psy- 
chiatrists—whose experience has been limited to selected and unrep- 
resentative cases. 

There is much of value for the discriminating reader in Love with- 
out Fear, but for a valid, realistic, and adequate understanding of 
the réle of sex in human behavior, we shall have to wait until we 
have more studies of the scope and scientific order of the Kinsey 
report. 

M. F. NImKorr. 
Bucknell University, 
Lewisburg, Pennsylvania. 





NOTES AND COMMENTS 


FEDERAL GRANTS UNDER NATIONAL MENTAL HEALTH Act 


The award of federal grants for the training of mental-health 
personnel and for research in the field of mental health, under the 
National Mental Health Act, for the fiscal year, 1949, has recently 
been announced. 

The mental-health program, authorized by Congress in 1946, 
received an appropriation of $9,028,000 for the fiscal year, 1949. 
This is to finance a threefold program of research on mental illness, 
development of local mental-health facilities, and training of mental- 
health personnel, in addition to mental-health activities within the 
Public Health Service. Two million dollars was appropriated for 
training and research grants and fellowships. Approximately 
$1,430,000 will be spent for training grants, including training 
stipends for graduate students in the field of mental health ; $470,000 
for research grants; and $100,000 for research fellowships. 

In addition, Congress has authorized $2,300,000 to support grants 
for research and training in the years subsequent to 1949. For 
grants-in-aid to states, Congress appropriated $3,550,000. These 
funds will be allocated to the states on the basis of population, finan- 
cial need, and extent of the mental-health problem. The remaining 
funds will be spent for the operation of the two Public Health 
Service hospitals at Lexington, Kentucky, and Fort Worth, Texas; 
training and research other than grants and fellowships; demonstra- 
tions ; consultative services ; and administration of the Mental Hygiene 
Division, Public Health Service. 

The grants recently announced go to universities, hospitals, and 
elinies to support their training programs and to provide training 
stipends in the fields of psychiatry, clinical psychology, psychiatric 
social work, and psychiatric nursing, and to support research in 
the field of mental health. The grants were recommended by the 
National Advisory Mental Health Council, a body of experts in the 
mental-health field, and were approved by the Surgeon General of 
the Public Health Service. 

The council considered applications for 205 training grants and 
1,099 training stipends, of which it recommended approval of 143 
training grants and 561 stipends. With the funds appropriated 
by Congress for 1949, it was possible to award 86 training grants 
and 264 training stipends. 


672 
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ImprROvVED MetrHops ENABLE VETERANS ADMINISTRATION TO KEEP 
Down Hosprtrat Loap 


Improved techniques in the care of mentally ill veterans are 
enabling the Veterans Administration, for the first time in many 
years, to discharge about as many patients as it admits to its neuro- 
psychiatric hospitals. 

Generally, admissions and requests for care exceed the number 
of patients discharged. However, during a recent ten-month period 
(July, 1947, through April, 1948) 1,060 more neuropsychiatric 
patients were discharged from hospitals than were admitted. Dur- 
ing this period, 51,210 patients were admitted for care and 52,270 
were discharged as improved or cured. 

For the twenty-two-month period from July, 1946, through April, 
1948, 107,579 patients were admitted to hospitals for treatment, 
as compared with 106,694 discharges—that is, there were only 885 
more admissions than discharges. 

This is an indication that improved methods of care and the 
establishment of more mental-hygiene clinics for out-patient treat- 
ment have enabled the Veterans Administration to keep its hospital 
load of mentally ill from increasing substantially. 

The following figures show the rate of admissions and discharges 
of neuropsychiatric patients from Veterans Administration hospitals 
since July, 1946: 

Period Admissions Discharges 
July—December, 1946 25,296 


January—June, 1947 29,128 
July, 1947—April, 1948 52,270 


UNO ua ds da ceibeictwe dn.00 F420 alia Ge wats 107,579 106,694 


Improved or new techniques and new policies that permit more 
effective and more rapid treatment of mental patients include: 

1. The establishment of neuropsychiatric units in general-medical 
hospitals to permit intensive early treatment of acute psychotic 
and other psychiatric patients. 

2. The establishment of general-medical and surgical sections in 
neuropsychiatric hospitals, along with the organization of acute 
intensive treatment, and continued-treatment services for the acutely 
ill and long-term patient. 

3. The use of electric-shock and insulin-shock therapy. 

4. The performance of prefrontal leucotomies on selected groups 
of patients. ;, 

5. Increased use of psychotherapy, both individual and group. 

6. Extensive educational programs, residency training, and affilia- 
tion with top medical schools in all the neuropsychiatric specialties. 
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7. The extension of mental-hygiene clinics to treat eligible veterans 
before they become ill enough to be hospital patients. 

8. The introduction of the ‘‘team technique’’ in the mental-hygiene 
clinics. Each team—consisting of a psychiatrist, a clinical psychol- 
ogist, and two psychiatric social workers—carries a full case load 
of patients, greatly speeding treatment and preventing many veterans 
from becoming patients in mental hospitals by early effective treat- 
ment of their illnesses. 

9. Testing of the ‘‘team technique’’ in rural areas in the hope 
of bringing ‘‘traveling mental-hygiene clinics’’ to veterans outside 
metropolitan areas. 

10. Reorganization of the neurology service and the establishment 
of neurological diagnostic and treatment centers to which patients 
from areas lacking competent neurological staffs can be referred. 

11. The establishment of a clinical-psychology program which has 
become a vital part of the diagnostic and treatment teams in hos- 
pitals and clinics. Through the interest of psychologists, neurologists, 
and psychiatrists, many research studies into little-known diseases 
and injuries have been undertaken. 

12. Widespread utilization of volunteer workers in mental hos- 
pitals and the development of a program of public education regard- 
ing mental illnesses. 

13. Participation of Veterans Administration professional people 
in community and professional activities outside the hospitals. 

14, The establishment of research programs into the causes of war 
neuroses, epilepsy, schizophrenia, and other ailments. Group psycho- 
therapy, shock therapy, and other methods of cure also are subjects 
on the research programs. 

15. The establishment of special laboratories for studies in pathol- 
ogy and psychosomatic disorders. 

16. More extensive use of nareco-synthesis and hypnosis. 

17. Intensive medical rehabilitation for chronic patients, includ- 
ing those suffering from the diseases of old age. A current survey 
reveals that despite improved rates of discharges from hospitals, 
74 per cent of all the patients now in neuropsychiatric hospitals have 
been there for over a year and 55 per cent of the neuropsychiatric- 
hospital population have been there over three years. Concerted 
efforts are being made to rehabilitate this group so that they may 
leave the hospital or be better able to care for themselves within 
the hospital. Plans to effect these goals include intensive application 
of physical-medical rehabilitation procedures for all chronic patients, 
including the aged; wide extension of trial visits, either in the 
patient’s own home or in other suitable supervised home; and the 
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establishment of hospital clinics to assist trial-visit patients in remain- 
ing out of the hospital. 

18. The inauguration of a physical-medicine rehabilitation pro- 
gram, including aural rehabilitation and speech correction, educa- 
tional therapy, manual-arts therapy, and physical therapy, to assist 
in the physical and mental recovery of all veteran patients. 


MENTAL-HYGIENE RESEARCH FELLOWSHIPS OFFERED BY 
Pustic HeattH SERVICE 


In order to promote the interest of competent research workers 
in the field of mental health, the United States Public Health Service 
is offering a limited number of mental-hygiene research fellowships 
for graduate work in medical and related sciences. These fellowships 
are open to psychiatrists, psychologists, social workers, anthropolo- 
gists, sociologists, and any other persons interested in research in 
the field of mental health who have the proper qualifications. 

A pre-doctorate research fellowship is available to qualified appli- 
eants. For those with a bachelor’s degree, the stipend is $1,200 a 
year, $1,600 a year for those with dependents. For applicants with 
a master’s degree or its equivalent in graduate work, the stipend 
is $1,600, $2,000 for those with dependents. Tuition for courses 
taken in connection with the fellowship will also be paid. These 
fellowships are also granted to medical students who have completed 
one or two years of their medical course and who wish to spend one, 
two, or three additional years in a basic science relating to mental 
health before completing their studies toward the M.D. degree. 

A post-doctorate research fellowship is awarded to qualified indi- 
viduals holding a doctor’s degree in medical or related fields. This 
fellowship carries a stipend of $3,000 per year for doctors without 
dependents and $3,600 per year for doctors with dependents. Post- 
doctorate fellowships which are renewed are increased $300 over 
the previous year. Tuition fees are not provided with this fellowship. 

A special research fellowship is awarded to applicants who qualify 
for a post-doctorate fellowship and in addition have demonstrated 
outstanding ability or who possess specialized training for a specific 
problem. This fellowship does not carry a set stipend, the amount 
being determined in the individual case. 

Applicants are required to file a statement outlining the investiga- 
tion upon which they will work. 

Requests for application forms and additional information on 
research fellowships should be addressed to the Division of Research 
Grants and Fellowships, National Institute of Health, Bethesda 14, 
Maryland. 
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VETERANS ADMINISTRATION OFFERS RESIDENCY TRAINING 
IN PsycHIATRY AND NEUROLOGY 


The Veterans Administration has immediate openings for at least 
one hundred young doctors interested in taking residency training 
in psychiatry or neurology or both, according to a recent announce- 
ment by Dr. Paul B. Magnuson, chief medical director. 

The Veterans Administration hospitals in which these residencies 
are offered are situated in almost every section of the country. 
All are under the supervision of the deans’ committees, mostly com- 
posed of members of university faculties of Class ‘‘A’’ medical 
schools. 

Applicants for residency training in these fields must be citizens 
of the United States, and graduates of a school of medicine approved 
by the Veterans Administration and the Council on Medical Edu- 
cation and Hospitals of the American Medical Association, and they 
must have completed an interneship acceptable to the Veterans 
Administration. 

In general, these residencies cover a three-year program of specialty 
training, although one- and two-year programs also are available at 
most of the hospitals. 

Junior or first-year residents must have completed a satisfactory 
interneship and be considered ready for specialization. Intermediate 
or second-year residents must have the qualifications of a junior 
resident and the equivalent of one year’s training in the specialty. 
Senior residents must have the qualifications of a junior resident 
and two years’ training in the specialty. 

Interested doctors may obtain information and application forms 
regarding the residencies by writing the Chief Medical Directors, 
Veterans Administration, Washington 25, D. C. 

Residency selection and residency grades for the individual are 
recommended by the dean’s committee supervising the program at 
the Veterans Administration hospital in which the applicant desires 
to train. 


CHILDREN’s BurEAU ORGANIZES A CLEARING HousE 
ror ResearcH IN Cuiwp LIFE 


The organization of a clearing house of current research in child 
life got a start last August with the appointment of Dr. Clara &. 
Counceell to the staff of the Children’s Bureau, Washington, D. C. 
Dr. Councell will be responsible for setting up and directing the 
clearing house as an aid to professional people in the exchange of 
information on research. 

In announcing the appointment of Dr. Councell, Dr. Martha M. 
Eliot, associate chief of the bureau, stated that the clearing house 
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is being developed in response to recommendations of professional 
organizations and advisory committees primarily to aid research 
workers and organizations in keeping abreast with research in 
progress. 

‘*Research in the social, cultural, psychological, and physical aspects 
of child growth and development, in cultural patterns affecting family 
life, and in the development of health and welfare services for 
children, is now going on in many universities, schools, and centers 
throughout the country,’’ Dr. Eliot said, ‘‘but until now there has 
been no one place where a research worker can find out what other 
people are doing in the same field or in fields related to this work.’’ 

Many projects require months, and even years, for completion. 
Thus it is some time before the published findings become generally 
available. Meantime, work on one project might be modified and 
made more effective if researchers knew about others going on at 
the same time in related fields. The Children’s Bureau clearing 
house, it is hoped, will provide a systematic way of keeping pro- 
fessional research workers informed on current projects as they are 
planned and as they develop. It should also tend to stimulate more 
research in child life, particularly in some specialized fields in which 
it is lagging or lacking altogether. 

Dr. Councell comes to the bureau from the Institute of Inter- 
American Affairs, an agency of the Department of State, where 
she assisted in keeping professional people in Latin America informed 
of current research in medicine and public health in the United 
States. Before that she held important positions in the United States 
Public Health Service, primarily in the field of public-health methods. 

Dr. Couneell is a graduate of Goucher College, Baltimore, where 
she majored in chemistry. Later she received her master’s degree, 
in statistics, from Johns Hopkins University, and more recently 
her doctorate in public health from Yale University. She has taught 
at both Goucher and Yale. Dr. Councell is a member of the American 
Public Health Association, the American Statistical Association, the 
American Biometrics Association, and the Population Association 
of America. This year she is serving as secretary of the Vital 
Statistics Section of the Public Health Association. 


Apvisory Councit APPOINTED BY NEw YorK STATE COMMISSIONER 
oF MENTAL HYGIENE 


With the approval of Governor Dewey, Dr. Frederick MacCurdy, 
New York State Commissioner of Mental Hygiene, has appointed 
an advisory council to his department. This advisory council, rep- 
resenting various aspects of community activity in the fields of psy- 
chiatry, social welfare, general medicine, and public health, was 
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appointed to advise the department of mental hygiene in the expan- 
sion of New York State’s mental-health program to deal with the 
ever-increasing community needs. 

The advisory council will meet monthly with the commissioner 
of mental hygiene. Dr. Howard W. Potter, professor of psychiatry 
at the Long Island Medical College, New York City, was named 
as chairman of the council. Other members of the council are as 
follows: Dr. Edward A. Sharp, psychiatrist in private practice 
and consulting neurologist; Dr. 8. Bernard Wortis, consultant in 
mental hygiene to the United States Public Health Service and pro- 
fessor of psychiatry at the New York University College of Medicine, 
who represents the New York State Medical Society ; Dr. J. Lawrence 
Pool, neurosurgeon, Neurological Institute, New York City; Dr. L. 
Whittington Gorham, formerly physician in chief at Albany Hos- 
pital and professor of medicine at Albany Medical College; Marian 
F. McBee, psychiatric social worker and Executive Secretary of the 
New York Committee on Mental Hygiene; Ralph King, President 
of the New York State County Welfare Association; Henry J. A. 
Collins, Judge of the Children’s Court in Nassau County. 

Among the projects in which the council will aid the commissioner 
and his staff is a more comprehensive educational program to pro- 
mote the mental health of children. Facilities for child-guidance and 
mental-health clinics will be studied with a view toward amplifying 
this essential public service. Community requests for assistance will 
be studied and evaluated by the council in terms of local needs and 
the requirements of the state as a whole. 

The council will also assist the department in codperation with 
hospital groups to develop plans for greater provision for the care 
of mentally ill patients in general hospitals. The department hopes, 
the commissioner indicated, to develop also, with the assistance 
of the advisory council and the state medical society, extensive pro- 
grams of mental care through codperation with the medical pro- 
fession generally. They likewise hope to promote a better under- 
standing of the basic philosophies and practical needs of an effective 
state-wide mental-hygiene program. 


AMERICAN OCCUPATIONAL THERAPY AssocIATION HoLps 
Tuirty-First ANNUAL CONVENTION 


More than 500 leaders in the field of occupational therapy, rep- 
resenting every section of the United States, participated in the 
Thirty-first Annual Convention of the American Occupational 
Therapy Association at the Hotel Pennsylvania, in New York City, 
September 7 to 11. The association has approximately 3,000 mem- 
bers professionally engaged in rehabilitation activities. 
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Among the outstanding speakers who presented papers were: Mr. 
Holland Hudson, Director of the Rehabilitation Service, National 
Tuberculosis Association; Dr. Luther Woodward, Field Consultant 
to The National Committee for Mental Hygiene; Dr. Leland E. 
Hinsie, Assistant Director, New York State Psychiatrie Institute; 
and Mr. 8S. R. Slavson, Director of Group Therapy, Jewish Board 
of Guardians, New York City. 

On September 10 and 11, a teaching institute presented recent 
developments and techniques in the treatment of neuropsychiatric 
conditions. Various trips to hospitals and other institutions in New 
York City and surrounding areas, were arranged on September 
9 and 10 for those attending the convention. 


CONFERENCE OF THE AMERICAN Group THERAPY ASSOCIATION 


The Sixth Annual Conference of the American Group Therapy 
Association will be held Friday and Saturday, January 21 and 22, 
at the Einhorn Auditorium, Lenox Hill Hospital, New York. One 
session of the conference will be devoted to an analysis of the nature 
of leadership in ordinary groups and therapy groups. A number 
of sociologists and psychotherapists have been invited to participate 
in this symposium. Dr. 8S. H. Foulkes, of London, England, has 
consented to come to the United States to deliver one of the main 
papers in this symposium. 

The topic of another session is ‘‘Contemporary Research in Group 
Psychotherapy.’’ Papers dealing with ‘‘Basic Dynamics in Analytic 
Group Psychotherapy,’’ ‘‘Regression in Activity Group Therapy,”’ 
and ‘‘Resistance in Analytic Group Psychotherapy,’’ will be pre- 
sented. Among the participants will be Hyman Spotnitz, 8. R. 
Slavson, Betty Gabriel, and Harriet Montague. 

Three round tables on specific aspects of group therapy are also 
being planned. 

Preceding the main conference, an all-day conference has been 
arranged for Friday, January 21, for staffs of mental hospitals 
exclusively, to explore the specific problems in group therapy in 
such institutions. 

The association’s address is 228 East 19th Street, New York 3, 
New York. 


ANNUAL CONVENTION OF THE NATIONAL SocrETy FOR CRIPPLED 
CHILDREN AND ADULTS 
The Twenty-eighth Annual Convention of the National Society 
for Crippled Children and Adults will be held at the LaSalle Hotel, 
Chicago, November 15-17. 
Many outstanding speakers in the fields of medicine, health, and 
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education will be on hand to present facts on progress in work with 
the handicapped during the past year, according to Lawrence J. 
Linck, executive director. 

The convention will be attended by physicians, therapists, edu- 
eators, workers with the handicapped, and representatives of the 
national society’s more than 2,000 state and local units throughout 
the United States, Canada, Alaska, and Hawaii. 

Scholarships for specialized training in cerebral palsy have recently 
been awarded by the national society to eight physicians, surgeons, 
and therapists. This is the first national scholarship program estab- 
lished to meet the challenge of a crippling condition that disables 
some half-million Americans. 

The scholarships were made possible under the first of six $5,000 
yearly grants from Alpha Chi Omega, national women’s sorority, 
which has adopted help to the cerebral palsied as its major national 
altruistic project. The scholarships will help meet the acute shortage 
of specialists trained in cerebral palsy. 

The scholarships will cover study at the Children’s Rehabilitation 
Institute, Cockeysville, Maryland, under the supervision of the insti- 
tute’s director, Dr. Winthrop M. Phelps. Dr. Phelps, internationally 
recognized authority on cerebral palsy, is also President of the 
American Academy for Cerebral Palsy and chairman of the national 
society’s medical advisory council on cerebral palsy. 

The national society, whose services to all types of handicapped 
persons is made possible by the annual sale of Easter Seals, is the 
only agency conducting a nation-wide program on behalf of the 
cerebral palsied. 


1949 Reaping Cuinic INSTITUTE 


The Sixth Annual Reading Clinic Institute at Temple University 
has been announced for the week of January 31, 1949. ‘ 

A three-year program of institutes has been planned ‘in codpera- 
tion with boards of education. For 1949 the emphasis will be on 
the semantic, or meaning, approach to reading. Activities of the 
preceding institutes will be summarized in terms of the three 
approaches used: differentiated reading instruction, the integrated 
language-arts approach, and reading needs in content areas. Semantic 
analysis techniques will be described and demonstrated in relatioa 
to developmental, corrective, and remedial reading. 

Half-day sessions have been organized to evaluate local and state 
reading programs. Special sessions will be held on reading needs 
at the elementary, secondary, and college levels. This permits boards 
of education to have existing programs appraised and projected 
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programs evaluated. Delegates should write for specific instructions 
on the preparation of their reports. 

The emphasis will be on reading needs in classroom situations. 
Lectures and demonstrations will be given on the semantic approach 
to reading. Special research seminars have been organized to trans- 
late research into schoolroom practices. Child-study groups will be 
under the direction of the Reading Analysis Division staff. Differen- 
tiated program sequences have been developed for: (1) elementary 
teachers, (2) secondary and college teachers, (3) school psychologists 
and special classroom teachers, (4) supervisors and administrators, 
and (5) vision specialists. 

In addition to an unusually fine selection of exhibits on books, 
supplies, and equipment, a special exhibit of school work has been 
planned. 

All advance registrations must be verified prior to the date of 
the institute. For a copy of the program and other institute informa- 
tion, write: The Reading Clinic Secretary, Temple University, Phila- 
delphia 22, Pennsylvania. 


SocIOMETRIC INSTITUTE OFFERS COURSES IN MARRIAGE 
AND FamiLty RELATIONS 


The Sociometric Institute of New York City has announced the 
opening of an educational and research center in marriage and 
family relations. The center is offering courses for engaged couples 
who wish to prepare sensibly for wedlock; married couples who 
wish to improve their relationships; research specialists in kindred 
areas of knowledge; social workers, nurses, counselors, and others 
who seek the improvement of family living and the strengthening 
of the family structure. : 

In a progressive sequence of group studies, special attention will 
be directed, through active methods such as psychodrama, socio- 
drama, and sociometry, to such subjects as romance, courtship and 
mate selection, marriage and the problems of living together, prepara- 
tion for parenthood, and so on. 

Arrangements may be made for special sessions for clubs, high- 
school and college classes, parent-teacher organizations, church groups, 
and the like. Information as to sessions and fees may be obtained 
from the Sociometric Institute, 101 Park Avenue, New York 17, N. Y. 


AMERICAN ASSOCIATION ON MENTAL DEFICIENCY Sets Up 
CENTRAL OFFICE 


The American Association on Mental Deficiency has set up a 
central administrative office at Washington Crossing, New Jersey. 
The purpose shall be to codrdinate and consolidate the activities 
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and thought in the association’s over-all program and to stimu- 
late and integrate the work of the seventy-three-year-old organization 
and the new international organization. 


Kansas TO Have Larcest SPEECH-CORRECTION INSTITUTE 


The nation’s largest speech-correction center, with 41 buildings 
covering 40 acres of ground, is to be built at Wichita, Kansas, at a 
cost of $1,557,823, according to a recent announcement by Dr. Martin 
F. Palmer, Director of the Institute of Logopedics, and President 
of the American Speech and Hearing Association. 

The model speech-correction center, unlike any other in the world, 
is being financed by gifts to the institute and by a loan from the 
Equitable Life Assurance Society, of New York, the loan being 
guaranteed under title 608 of the Federal Housing Act. It is 
expected that the plant will be in operation within the next eighteen 
months. 

Planned to provide housing, training, and vocational therapy 
annually for 400 children, handicapped by all types of speech defects, 
the plant is also designed as a research center to develop new tech- 
niques for the correction of speech defects and to train qualified 
instructors in this field. According to Dr. Palmer, there are only 
about 1,000 qualified speech correctionists to-day, whereas at least 
twenty times this many are needed. 

**Since the Institute of Logopedics was founded in 1934, such a 
center has been our dream,’’ Dr. Palmer said. ‘‘It is so planned 
that it can provide full correction facilities for every type of speech 
defect, including cerebral palsy, aphasia, which is another type of 
brain injury, stuttering, cleft palates, and articulation. All build- 
ings are scientifically designed and the entire plant is so flexible 
that facilities can be enlarged as the need arises. 

**It is our hope that this center will become a hub of research 
for the development of new techniques of speech correction, which 
will be made available to other clinics throughout the country and 
so lead to an adequate program of assistance to the nation’s 
4,000,000 speech-handicapped. Thus, it will be possible to develop 
a national program for those who are to-day the country’s largest 
most neglected group of the handicapped and whose numbers are 
increasing by approximately 90,000 annually.’’ 

The administration and training building, center of the develop- 
ment, is unique in design and construction for this type of institu- 
tion, Dr. Palmer said, with the outside brick walls carrying the 
entire weight of the building. The interior walls carry no ceiling 
weight and can be removed as the institute grows. 

Research laboratories and individual training rooms for the chil- 
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dren, together with a kitchen for hot lunches, will occupy the first 
floor of the building. Here also will be placed a complete dark 
room and a photographie studio. Plans contemplate an air-condi- 
tioning plant to provide year-around temperature control. On 
the upper floors of the building will be placed the offices, the case- 
history rooms, a soundproof recording studio, a small auditorium, 
and lecture rooms. 

Living quarters for the young trainees have been planned to 
eliminate all atmosphere of an institution, Dr. Palmer said further. 
The children will live in four-plexes, consisting of four individual 
apartments, each providing housing for three trainees and a house 
mother, who will prepare meals and care for the youngsters. 

Like the entire plant, the section for the training of the cerebral 
palsied has been scientifically designed from all aspects, Dr. Palmer 
stated. This section will be built around a hollow square and is 
so planned that none of these handicapped will have to cross a road 
or a street. Ramps will lead into the rear entrance of these housing 
units, with steps at the front for the use of the children as they 
are taught to walk. 

The cerebral-palsy unit will include a playground to provide 
physical education and a model farm where the trainees can be 
taught truck farming, chicken raising, and other agricultural pur- 


suits to equip them to be self-supporting when they leave the 
institute. 


‘*Our great concern,’’ said Dr. Palmer, ‘‘is to provide these people 
with normal communication and equip them with the ‘tools’ neces- 
sary to lead constructive lives. No effort will be made to create 
‘ideal’ housing conditions for the cerebral palsied,’’ he explained, 
‘*since the object will be to prepare them for living in a normal 
world.’’ 

In the fourteen years since it was founded as an outgrowth of 
a department of logopedics established by Dr. W. M. Jardine, Presi- 
dent of the University of Wichita, and former Secretary of Agri- 
culture under Coolidge, the institute has given individual training 
to more than 3,000 cases of speech defects. Most of these cases 
have been either corrected or substantially improved, according to 
Dr. Palmer. 


Curic Starr Sets Ure SupPLEMENTARY PRACTICE 


The Lancaster County (Pennsylvania) Guidance Clinie has for 
ten years been offering a broad community mental-hygiene service 
both for adults and for children. This year the county medical 
society suggested that the clinic should not give treatment to those 
who could afford such treatment elsewhere, and the board of the 
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mental-hygiene association, which is responsible for the clinic, 
acquiesced with this suggestion. The staff of the clinic, which con- 
sists of Dr. Psyche Cattell, Mrs. Evelyn R. Webb, and Dr. Robert 
P. Kemble, wished to continue making services available to al! 
income groups and for this purpose has opened offices for ‘‘ private 
practice’’ in a separate location at 224 North Duke Street, Lancaster. 
The clinic will continue at 129 East Orange Street with its regular 
schedule, and the staff members, as associates, will supplement this 
in their other offices. They would like to correspond with other 
clinic teams that are contemplating similar plans or that are already 
operating in this manner. 


**‘InquirING PARENT’’ Rapio RecorDINGS AVAILABLE 


Series II of ‘‘The Inquiring Parent’’ radio recordings, which are 
discussions of Dr. Luther E. Woodward with a parent, are now 
available through The National Committee for Mental Hygiene. The 
topies discussed in the fourteen programs selected cover a wide range 
of interest and problems that are of concern to all parents and 
others who have the responsibility of the care and guidance of chil- 
dren. In each program everyday problems that arise in almost all 
family situations are discussed. The programs are designed to 
increase the listener’s understanding of the motivation behind prob- 
lems of child behavior and suggest constructive ways for dealing 
with them within the family unit or in the community. 

The price is $50 for a single set with discounts of 10 per cent to 
30 per cent for larger orders. 

The topics of the fourteen programs in this series are: (1) Humor 
in the Home; (2) Moral Training of Children; (3) Children’s Allow- 
ances and the Family Money; (4) What About the Comics?; (5) 
Parents Through the Eyes of Teen Agers; (6) Junior Has His 
Troubles; (7), What Can Father Do?; (8) When Illness Strikes; 
(9) Sex Education in the Home (four additional programs on sex 
education will be recorded if there is sufficient demand); (10) When 
the New Baby Comes; (11) Dealing with Prejudice; (12) When Chil- 
dren Are Different; (13) Dealing with Destructiveness; and (14) 
Popular and Unpopular Children. 


News or Mentat Hyarene Societies 


Illinois 


A recent news letter of the Illinois Society for Mental Hygiene 
reports that on June 25, 1948, the Children’s Commission of the 
society held its first meeting to begin formulating a program to 
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provide state-wide public psychiatric services and facilities for chil- 
dren, now almost totally lacking. To quote the news letter: 


‘*The program will be brought to the next legislature—backed by 
public support. This support will be gained in a campaign to be con- 
ducted by the society in much the same manner as last year, when it 
succeeded in obtaining legislative appropriations for increased personnel 
and facilities in state hospitals. 

‘“The commission’s members are psychiatrists, heads of social agencies, 
legal authorities, and other outstanding individuals concerned with 
children and recognized as authorities in all phases of the problem. 

‘*The commission will work through the summer to complete its 
recommendations by early fall. It will review reports of a number of 
investigating bodies which have conducted studies and surveys in past 
years. The needs—it is agreed—have been made abundantly clear. 
What is wanted now is the actual program; the commission has accepted 
the responsibility of producing it. 

‘‘The campaign is being undertaken at a time when civic leaders, 
the press, women’s clubs, and other organizations are aroused by the 
Heirens, Lang, and Adams cases, as well as the rise in juvenile delin- 
quency. The public has been aroused similarly before, but now . . 
more people than ever before understand that emotional disturbances 
are largely responsible and that they can be dealt with if the proper 
services and facilities are provided.’’ 


A three-day institute, for the faculties of nursing schools in north- 
ern Illinois, on how mental hygiene should be interwoven with the 
whole nursing procedure, will be held November 4, 5, and 6 at the 
Illini Building, South Wood street. The Illinois Society for Mental 
Hygiene is conducting the institute in codperation with the Illinois 
State Department of Registration and Education. 

Dr. Francis J. Gerty, Medical Director of the University of Illinois 
Department of Psychiatry, will keynote the institute. Outstanding 
lecturers will lead the discussions. 

This is a closed institute and attendance is limited to repre- 
sentatives selected by each of the nursing schools in the area. 


Wisconsin 

The Wisconsin Society for Mental Hygiene has issued a reply to 
a statement recently made by the Wisconsin Citizens Public Expendi- 
ture Survey on the ratio of patients to employees and on expenditures 
per capita for the maintenance of patients in Wisconsin institutions 
for the mentally ill. According to this statement, which was based 
upon a release of the United States Public Health Service on patients 
in state mental institutions for 1946, ‘‘the ratio of patients to full- 
time employees in Wisconsin institutions is lower than all other 
states in the Union except New Hampshire and the District of 
Columbia. Compared to a national average of 6.2 patients per 
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employee, Wisconsin had only 3.9. Expenditures per capita for 
maintenance of patients in Wisconsin were $644.82, compared to a 
national average of $432.72 and were exceeded only by the District 
of Columbia.’’ To this, the Wisconsin Society replies in part: 


‘*The recent release of 1946 statistics by the United States Public 
Health Service re patients in state mental institutions throughout the 
country is an excellent example of the inadequacy of figures as such. 
Because the state hospitals of Wisconsin share responsibility for care 
of the mentally ill with 35 county hospitals in addition to the two 
mental hospitals in Milwaukee County, the figures for this state are 
incomplete as reported. The result is.a totally false evaluation in com- 
parison with other states. This applies particularly to the ratio of 
patients to employees and to money expended for patient care. 

‘*On the face of the figures as they appeared in the above mentioned 
report, the economy-minded ‘researcher’ on public expenditures has a 
point for his statement: ‘These comparative figures appear to refute 
statements heard frequently at state budget time and during legislative 
sessions that Wisconsin’s mental institutions are undermanned and 
ill-supported.’ Actually, the facts support the statements of grave 


need for correcting present deficiencies in personnel, equipment, and 
buildings. 


‘*The error lies in the inadequacy of the information supplied by 
the state. The United States Public Health Service blanks requesting 
data re the mentally ill are sent annually to state hospitals throughout 
the country. This is proper, since every state except Wisconsin and, 
to a certain extent, Iowa houses and treats all of its mentally ill in 


state mental institutions. Wisconsin, however, cares for 85 per cent of 
her mentally ill patients in tax-supported institutions other than the 
state hospitals. Statistics from the state hospitals alone, therefore, fail 
to account for this large proportion of the patients. Figures for the 
state as a whole comparable to those of other states can, therefore, 
only be gained by reporting all the tax-supported mental institutions 
in the state. : 

‘<Mendota and Winnebago State Hospitals, the two state institutions 
receiving the mentally ill directly from communities, house and treat 
the acute and recently ill patients who require intensive treatment and 
also the chronic mentally ill whose physical and mental needs cannot be 
properly cared for by the personnel and equipment available in the 
county hospitals, excepting Milwaukee County. (The latter county, 
being a large metropolitan area, has for many years provided two 
hospitals: the Hospital for Mental Diseases for the acutely and recently 
ill mental patients and the Asylum for Chronic Insane for the chronic 
or stationary mentally ill residents of the county.) 

‘‘The chronic or stationary patients from the other counties of the 
state who have become well stabilized and who require a minimum of 
supervision are transferred as soon as possible from the state hospitals 
to one of the 35 county institutions. Some are committed directly to 
the county institutions by the courts and never enter the state hospitals 
for any attention. These patients can be supervised in large units by 
one attendant. Many of them are also able to help to run the industrial 
and farm units of the county institutions. For obvious reasons their 
per capita cost is much less than that of patients in the state hospitals. 
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Whether or not the present provisions in every county are adequate 
to meet their relatively simple needs is a question that can properly be 
considered elsewhere. 

‘In other states the state hospital statistics automatically include 
all three classes of patients... . 

‘«The actual ratio [in Wisconsin] of one employee to 6.05 mentally 
ill patients is only slightly below the national average of 6.2. The 
national ratio is affected by figures from many very backward states. 
In other words, there is no particular comfort to be gained from the 
fact that Wisconsin is ‘average.’ Furthermore, few realize until they 
stop to study the situation that the term ‘employees’ includes all the 
people who have to do with the routine work, repair, and maintenance 
of the hospitals. The professionally skilled people who have direct 
contact with the patients and who carry responsibility for treatment 
represent a very small proportion of the total number of employees. 

‘*The greatest shortage in employees, the type of employees the lack 
of which causes such extreme anxiety to those who understand the 
unnecessary suffering and financial loss incurred through short-sighted 
economy, falls in this professional group. If the legislature in 1949 
appropriates sufficient funds for the professional personnel (doctors, 
nurses, psychologists, therapists, and social workers) requested at the 
1947 session, the state ratio would still be all too close to the national 
average, about one employee to five patients. In other words, even the 
correction of the critical shortage in professional personnel would still 
leave Wisconsin very close to the average for the nation. 

‘<The average daily per capita expenditure for Wisconsin’s mentally 
ill in comparison with other states as well as the national average is 
open to similar qualifications. The average annual expenditures for 
patients in the two state hospitals in 1946 is reported by the United 
States Public Health Service as $644.82 or $1.77 per day. This appears 
to be generous in contrast with the reported national average for 
1946 of $436.72 or $1.20 per day. Both figures, however, are dis- 
gracefully low when compared with the modest minimum set by the 
American Psychiatrie Association of $5.00 per diem for active treatment 
hospitals and $2.50 for hospitals earing for low-cost stabilized chronically 
ill patients presumably requiring comparatively little personal attention. 

‘<Tt is impossible to figure the actual per diem, including all tax- 
supported mental institutions in Wisconsin, because of differences in 
bookkeeping within the several counties. This renders the figures not 
comparable even within the state. At the present time the per diem 
cost in Mendota and Winnebago hospitals is approximately $2.50, still 
running too far below the minimum standard of $5.00 set by the 
American Psychiatrie Association for hospitals providing treatment for 
the acutely and recently ill. There is evident need for the passage 
at the next session of the legislature of a law requiring a uniform 
method of bookkeeping in all tax-supported institutions. 


‘*Wisconsin has so far never been especially consistent in appro- 
priating funds and providing staff for the tax-supported hospitals. 
Wisconsin General Hospital has somewhat more than 1,000 beds for 
the purpose of diagnosing and treating patients sick from all manner 
of diseases. This hospital includes a neuropsychiatric unit of approxi- 
mately 80 beds. The per diem rate is reported at this time as $11.00. 

‘Mendota and Winnebago State Hospitals are designed to give 
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diagnosis and active treatment to people sick from various types of 
mental illness. While these hospitals are limited chiefly to mental 
disorders, quarters, equipment, and staff of the same high caliber as 
Wisconsin General Hospital are needed to insure prompt attention 
and the type of treatment that speeds recovery. 

‘*For a number of reasons, the cost of operation of the state mental 
hospitals in Winconsin has materially increased without comparable 
actual improvement in the service rendered. During the past few years 
employees have been given twelve holidays or equivalent time off. 
Sick leave has been interpreted more liberally so that employees now 
average about six days sick leave per year. The work week has been 
reduced. At the present time there is a forty-hour work week in most 
positions with 20 per cent additional compensation for overtime. Many 
of the county hospitals, however, are reported as still on a twelve-hour 
day. The state services have been reclassified and higher salary ranges 
established. All these factors have increased the cost of operation of 
the state hospitals without comparable improvement of the services to 
the patient. 

‘*Statistics as such in no way indicate the type or quality of service 
provided for patients. Attempts to measure the adequacy of treatment 
in terms of low costs is not practicable in providing for the sick any 
more than in other aspects of life. The kind of employees as well as 
the kind of food and equipment are extremely important to recovery. 
This is especially true of the professional people who have personal 
contact and responsibility for the patients. 


‘*Concern should not be to keep the cost of treatment at an impos- 
sible low figure, but to see how the tax dollar can be used to shorten 
the period of illness and return the patient quickly to his home and job.’’ 


RECENT APPOINTMENTS 


Dr. Karl Menninger has resigned as manager of Veterans Admin- 
istration hospital at Topeka, Kansas, to become chairman of the 
dean’s committee and senior consultant to the hospital. The resigna- 
tion was effective July 25, 1948. 

Dr. Menninger has been succeeded by Dr. Frank Casey, who has 
served under Dr. Menninger as chief of professional services at 
the Topeka hospital since January 1, 1946. 

Since Dr. Menninger’s appointment as manager at Topeka on 
December 1, 1945, the hospital has been transformed into the Veterans 
Administration’s largest training center for badly needed psychia- 
trists and allied personnel. By his emphasis on intensive therapy, 
he has achieved unprecedented results in the treatment of veterans 
suffering from mental disorders. 

Dr. Menninger is also a trustee and a director of the education 
department of the world-famous Menninger Foundation at Topeka. 
The foundation, in addition to its private operations, provides for 
the training of residents in neuropsychiatry for the Veterans Admin- 
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istration, conducts research into psychiatric problems, supervises a 
school of psychiatric nursing, and furnishes consultants and attend- 
ants for the care of mentally ill veterans at the Topeka hospitai. 

Dr. Casey is a native of Goldsboro, North Carolina. He obtained 
his A.B. degree in June, 1925, from Guilford College, Guilford, 
North Carolina, and his M.D. degree from the George Washington 
University School of Medicine in Washington, D. C., in 1931. He 
served his interneship at St. Elizabeths Hospital in Washington. 
He also took residency training in psychiatry at St. Elizabeths 
Hospital. 

Dr. Casey is a member of the Shawnee County (Kansas) Medical 
Society and of the Kansas Medical Society. He is a diplomate of 
the American Board of Psychiatry and Neurology, a member of the 
American Psychiatrie Association, and Vice President of the Kansas 
Psychiatrie Society. 

Prior to World War II, he was assigned to Veterans Administra- 
tion hospitals at Lexington, Kentucky, and Perry Point, Maryland. 

During World War II he served in the Army Medical Corps, both 
at stations in this country and in the European theater of operations. 
He was released from active duty with the rank of lieutenant colonel. 

After his discharge from the service, he was assigned to the 
Veterans Administration hospital at Gulfport, Mississippi, for about 
three months. He then became chief of professional services at 
Topeka. 

He is the author of a number of publications dealing with psy- 
chiatric problems. 


Announcement has been made of the appointment of Dr. Leo H. 
Bartemeier, associate professor of psychiatry, Wayne University 
College of Medicine, Detroit, Michigan, and Dr. Carlyle Jacobsen, 
Dean of the Graduate School, State University of Iowa, lowa City, 
Iowa, to the National Advisory Mental Health Council. Dr. Barte- 
meier and Dr. Jacobsen succeed Dr. David Levy, assistant professor 
of psychiatry, Columbia University, New York, New York, and Dr. 
Edward A. Strecker, professor of psychiatry, University of Penn- 
sylvania School of Medicine, Philadelphia, Pennsylvania, whose terms 
on the council expired on June 30, 1948. 

Dr. David Levy has been appointed to serve on the Research Study 
Section, an advisory body of the council, and Dr. Grover F. Powers, 
professor of pediatrics, Yale University, New Haven, Connecticut, 
has also been appointed to the Research Study Section, replacing 
Dr. Charles A. Janeway, professor of pediatrics, Harvard Medical 
School, Boston, Massachusetts, upon the latter’s resignation from the 
Research Study Section. 
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Grosvenor B. Pearson, M.D., Director of the Western State Psy- 
chiatric Institute and Clinic, Pittsburgh, Pennsylvania, wishes to 
announce the following appointments to the staff: 

Frederick L. Weniger, M.D., has been appointed director of the 
mental-health clinic, the out-patient division of the institute. 

Robert A. Clark, M.D., clinical director, will be away from the 
institute on leave of absence for a year to attend the International 
Congress on Mental Health in London in August, 1948, and to study 
under C. G. Jung at the Institute of Analytical Psychology in 
Ziirich, Switzerland. 

Announcement is also made of the appointment of Ralph N. Zabar- 
enko, M.D., as associate research psychiatrist. His work will be 
closely connected with the division of neurophysiology. 

The following reorganization of the division of neurophysiology 
in the department of research has taken place: Robert A. Patton, 
Ph.D., has been named research neurophysiologist and head of the 
animal research laboratory. Newly appointed resident fellows are 
Roger W. Russell, Ph.D., John F. Pierce, M.S., and Harry W. Braun, 
Ph.D., respectively, associate professor of psychology, instructor of 
electrical engineering, and lecturer in psychology at the University 
of Pittsburgh, and Francis J. Pilgrim, M.S. Other appointments 
in neurophysiology are Frank H. Palmer, M.S., John C. Townsend, 
M.S., and Lucy M. Braider. 

A research grant of $6,120 has been received from the United 
States Public Health Service for a continuation of the present 
research program dealing with the effects of electro-shock convul- 
sions on learning and retention in the rat. In addition, a grant of 
$5,600 has been received from the Williams-Waterman Fund of the 
Research Corporation, New York, for investigation of the effects of 
glutamic acid and other amino-acids on learning in the rat. 


REcENT PUBLICATIONS 

The Group for Advancement of Psychiatry has prepared reports 
on shock therapy, the psychiatric social worker in the psychiatric 
hospital, medical education, commitment procedures, and publie psy- 
chiatric hospitals. One copy of any report is available to any pro- 
fessional person on request, and additional copies may be secured 
from the Chairman of the Group for Advancement of Psychiatry, 
3617 West 6th Street, Topeka, Kansas, at 10 cents a copy, plus 
postage. 


The new edition of the Public Welfare Directory for 1948 is now 
available. The directory is a complete guide for welfare workers 
and includes listings of the personnel of federal, state, and local 
welfare agencies. Included also for each state is a statement on 
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the administration of public assistance, information on interstate 
correspondence procedures, and the sources of vital statistics. 

A statement on the disclosure of old-age and survivors’ insurance 
information, tabular information on residence requirements for gen- 
eral assistance and the categorical programs for each state, and a 
list of other directories available are included in the appendix. 

Copies may be obtained from the American Public Welfare Asso- 
ciation, 1313 E. 60th St., Chicago 37, Lllinois, at the following 
prices: single copies, $1.80 each; 10 to 25 copies, $1.62 each; 25 
or more, $1.44 each. 


A new publication, World Research in Alcoholism, is announced 
by the Illinois Department of Public Welfare. It is primarily a 
bibliography for the professional staffs of the state hospitals and 
will be issued monthly. 


WANTED: Copres or MENTAL HYGIENE FoR JANUARY 1948 


The National Committee for Mental Hygiene is short of copies 
of Mentat Hyarene for January, 1948. As requests for copies of 
this issue are still coming in, the Committee would appreciate it 
if any subscriber who does not care to keep his copy would return 
it to this office, Room 916, 1790 Broadway, New York 19, N. Y. 

The Committee wishes to take this opportunity to thank those 


who so kindly responded to previous requests for back copies of 
the magazine. 
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